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ONCEPTION depends upon the proper functioning of a biologie 

mechanism so complex and delicate that it is readily thrown out 
of action by disturbance in any of its parts. The past twenty years 
have brought a better understanding of this mechanism, and of the 
numerous details in which it may fail. Such knowledge of the causa- 
tion of sterility is naturally prerequisite to intelligent investigation 
and efficient treatment. 

For the past three years I have had the opportunity of handling 
sterility on the basis of an organized group-study,' in collaboration 
with C. H. Lawrence, A. W. Rowe, and 8S. N. Vose. We earry out in 
every case an investigation which is complete according to definitely 
established standards. This comprises not only elaborate gynecologic 
and urologic examinations, but also a thorough study of both partners 
from the medical and endocrinologie viewpoints. 

It is probably fair to assume that a group-study of this sort identi- 
fies all of the demonstrable abnormalities that are present in each ease. . 
Many of these have, of course, no relation to sterility. Many others, 
however, are such deviations from the normal as interfere, directly or 
indirectly, with the mechanism of reproduction. Analysis of the sig- 
nificant abnormalities has led us to modify considerably our former 
views on the causation of sterility. We have acquired new ideas of the 
general incidence and distribution of faults, and have come to feel that 
more importance should be attached to some items and less to others. 


Nore: The Editor accepts no responsibility for the views and statements of 
authors as published in their ‘‘Original Communications. ’’ 
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ABSOLUTE AND RELATIVE STERILITY 


The present thesis will be clarified by distinguishing between two 
types of sterility, for which I prefer to reserve the terms absolute and 
relative.” 

In absolute sterility the initiation of the reproductive process is, at 
any rate for the time being, flatly impossible. This situation results 
from conditions of two general sorts: those suppressing entirely the 
production of ova or spermatozoa, and those entirely preventing the 
access of spermatozoén to ovum. Such disability may be temporary 
only and remediable by nature or art, or it may be permanent. Abso- 
lute sterility is found in about 30 per cent of sterile matings. 

In relative sterility, on the other hand, the initiation of the repro- 
duetive process is not definitely impossible, but is to some extent im- 
peded and made difficult. Ova and spermatozoa are produced, but 
they may be deficient in number and subnormal in quality. The access 
of the male gamete to the female is not entirely prevented, but obsta- 
cles of one sort or another may be placed in the way. Thus the eapac- 
ity for reproduction, still actually present, is diminished to a degree 
which varies within wide limits in different cases and fluctuates within 
narrower limits in the same ease at different times. 

Relative fertility should be recognized as the logical complement of 
relative sterility. The human being is, comparatively speaking, a 
poor breeder, rarely if ever attaining what might be called absolute 
fertility, or biologie perfection of the reproductive function. Most 
couples who succeed in demonstrating their fertility do so in spite of 
certain more or less unfavorable conditions, the nature and extent of 
which determine the feeundity of the mating. 

There are all degrees of relative fertility, as there are of relative 
sterility. Together these constitute a graded scale, extending from 
absolute sterility on the one hand to a theoretical absolute fertility 
on the other. Midway in the seale is the threshold of conception, and 
for practical purposes a case is simply sterile or fertile according as 
its fertility-level falls below or above that threshold. For scientific 
purposes some eases are more sterile than others, just as some exceed 


others in fertility, since on each side of the threshold there is a wide 
range of divergence. 


PLURALITY OF CAUSATIVE FACTORS 


From the time of Aristotle logicians have recognized the pitfalls 
which beset all attempts to analyze causation. In medical problems, 
because of their complicated nature, the chances of fallacious induc- 
tion are especially numerous. 

In the past it has been generally assumed that the sterility of any 
mating is due to a cause, that is, to some single abnormality which 
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directly results in the suppression of fertility. This idea may be cor- 
rect as regards absolute sterility, where a complete blockade, or a 
complete gametogenie failure, is obviously sufficient by itself to ac- 
eount for the trouble. In relative sterility, however, the problem of 
causation is not so easily resolved. 

The more scientific modern study of sterility has identified a large 
number of conditions, genital and constitutional, which exert an obvi- 
ous depressing influence upon the fertility-level without definitely 
removing all chances of conception. To eall an item of this sort a 
eause of sterility, without qualification, is somewhat illogical, since 
every one of the conditions in question may be found in individuals 
of’ proved fertility. Hence I prefer the term causative factor, signify- 
ing simply a factor which to some extent lowers the position of the 
individual in the graded scale of relative fertility-sterility. 

Whether a mating proves relatively sterile or relatively fertile de- 
pends solely and entirely upon whether or not the sum-total of such 
adverse factors in the two partners is enough to depress the fertility 
of the mating below the threshold of conception. On the same prin- 
ciple, the eure of relative sterility requires the removal of at least 
a sufficient part of that sum-total so that the fertility-level may rise 
above the threshold. 


The complete investigation of sterility demonstrates in no uncertain 
way that the etiologic sum-total is made up of multiple factors. In no 
ease have we found less than two causative factors; some cases have . 
shown as many as 8; the average is between four and five factors per 
ease. Table I presents the nature and distribution of these factors in 
a series of 25 typical sterile matings. 

Multiple causative factors are found in eases of absolute sterility 
no less than in those which are relative only. The special feature of 
the absolute case is the predominant importance which must be as- 
signed to some one factor. If that factor is removed, the case is then 
transferred to the relatively sterile or relatively fertile group. 


A clear idea of the multiple nature of causation is, in my opinion, 
prerequisite to all practical understanding of the problem of sterility. 
Procedure on any other basis leads to incomplete diagnosis and inade- 
quate treatment, as well as to the compilation of data of indeterminate 
value. 


DISTRIBUTION OF RESPONSIBILITY BETWEEN MALE AND FEMALE 


In the past no aspect of the problem of sterility has been subject 
to more extensive misunderstanding than has the division of respon- 
sibility between the two sexes. Generally speaking, the male has 
received far less than his proper share of blame. The more recent 
views assign to the husband responsibility for 40 to 50 per cent of 
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sterile marriages. Such estimates are necessarily unreliable, for they 
are based upon the erroneous idea that sterility is due to a cause 
which can be definitely allocated to one or the other partner. 

Since actually sterility is in most eases the result of a summation 
or totality of several causative factors, the assessment of individual 
responsibility becomes a complex matter. As indicated in Table II, 
about one-third of all factors are on the side of the male and two- 
thirds on that of the female. The total responsibility of wives thus 
outweighs that of husbands. However, the distribution of factors is 
such that in the great majority of matings some degree of responsibil- 
ity exists on both sides. Among the 25 cases presented in Table I are 
found only four guiltless husbands, and not one guiltless wife. In 
general, less than 10 per cent of clinical cases of sterility show a com- 
plete absence of male faults, while less than 5 per cent show complete 
absence of faults in the female. 

Except in the presence of an absolute cause of sterility, it is practi- 
eally impossible to say whether or not the level of fertility-sterility in 
one individual is such as will allow procreation. High relative fertil- 
ity in one partner may overcome a considerable degree of relative 
sterility in the other; or conversely, moderate relative fertility may 
be counteracted by marked relative sterility. No explanation more 
subtle than this need be sought to account for the eases of so-called 
idiopathie or functional sterility, or mismating. 

Such phrases as ‘‘male sterility’’ or ‘‘sterility in women’’ are defi- 
nitely misleading. That there are sterile men and sterile women no 
one doubts. In more than 90 per cent of cases, however, sterility is 
an affair, not of the man alone or of the woman alone, but of the 
mating. 


MALE CONSTITUTIONAL FACTORS 


One of the most noteworthy details of modern progress in sterility 
is an adequate appreciation of the réle played by constitutional fac- 


TABLE II. DISTRIBUTION OF CAUSATIVE FacToRS IN 50 CASES OF STERILITY 


Male factors 72 = constitutional 44 + local 28 

Female factors 160 — constitutional 46 + local 114 

Total factors 232 — eonstitutional 90 + loeal 142 
Average number of factors per case = 4.6 


tors. It is now recognized that a considerable number of states, gen- 
erally depressing and debilitating in nature, may reflect themselves in 
lowered fertility of the sex-cells. 

This comparatively new idea is well supported by evidence from 
three sources. First, both animal-breeders and biologists are able to 
offer data from experiments made under controlled conditions. See- 
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ond, in human beings laboratory measurements of the vital-functional 
level indicate a definite metabolic depression when constitutional 
states of the sort under discussion are present. Third, accurate quan- 
titative evaluation of the semen shows in most of such eases a consider- 
able subnormality, which commonly corrects itself when the constitu- 
tional fault is eliminated. 

As ean be seen in Table II, constitutional faults in the two partners 
constitute more than one-third of all the causative factors of sterility. 
On the male side constitutional faults outnumber local faults, and in 
our opinion greatly exceed them in importance. Indeed, we now be- 
lieve that the cause of oligospermia and necrospermia is usually to be 
found outside of the genital tract. 

Table III shows the incidence of male constitutional factors in fifty 
eases of sterility. Omitting lues in one ease, the remaining 43 factors 
fall into three well-defined groups: 24 endocrinopathies, 9 focal infec- 
tions, and 10 imbalances of nutrition. 

Among the endocrine disorders pituitary disturbances are conspicu- 
ously in the majority. The thyroid failures constitute a small but 


TABLE III. INCIDENCE OF MALE CONSTITUTIONAL FACTORS IN 50 CASES OF 
STERILITY 


Pituitary dysfunction 16 cases 


Bilobar pituitary failure 


2 cases 
Thyroid failure 5 eases 
Endocrinopathy, focus undetermined 1 case 
Chronie tonsillar infection 4 cases 
Chronie sinus infection 2 eases 
Chronie sinus and tonsillar infection 1 ease 
Chronie dental infection 2 cases 
Syphilis 1 case 
Protein starvation 8 cases 
Malnutrition 2 eases 
Total 44 factors 


important minority. It will be noted that endocrine failures of the 
testicle have not been identified in our cases. Rowe’s objective meth- 
ods of endocrinologie diagnosis* ° indicate that the human male gonad 
exerts little or no endocrine influence after puberty. 

Chronic focal infections must be recognized as potential causative 
factors in sterility. There is now an abundance of evidence to show 
that such conditions may depress the metabolic level to an extent 
which results in deficient spermatogenesis. 

Among the dietary notions prevalent today is an idea that too much 
meat is harmful. In consequence a surprising number of people, es- 
pecially of the well-to-do classes, show a negative nitrogen balance, 
their protein intake being below the maintenance-level. Protein star- 
vation is, we believe, the chief nutritional error militating against 
fertility. Other faults of nutrition appear relatively wnimportant. 
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A deficiency of vitamins or of mineral salts occurs rarely if ever jp 
the ordinary mixed human diet. An excess in the total quantity 
of food, with resultant obesity, is not a cause of sterility, although 
sterility and obesity are frequently associated as simultaneous results 
of the same underlying subnormality of metabolie function. 


MALE LOCAL FACTORS 


The male partners to sterile matings show a remarkably low inei- 
dence of local genital abnormalities. Only 28 such conditions were 
demonstrable among a total of 232 causative factors in fifty eases. 

Lesions of the testicles and epididymides may certainly occasion 
sterility. These comprise 8 of the 28 male loeal factors, as is shown 
in Table IV. The remaining twenty abnormalities, while not negligi- 
ble, are probably not to be reckoned as major obstacles to fertility. 


TABLE [V. INCIDENCE OF MALE LOCAL FACTORS IN 50 CASES OF STERILITY 


Old orchitis 2 cases 
Absence of one testicle 1 ease 
Undeseended testicle lL ease 
Testicular hypoplasia 2 cases 
Exhaustion from sexual exeess 1 case 
3ilateral epididymidal block casi 
Varicocele 6 cases 
Chronic prostatovesiculitis 11 cases 
Stricture case 
Hypospadias 1 case 
Premature ejaculation 1 ease 


Total 28 factors 

In particular we feel that prostatovesiculitis, the pathologie eondi- 
tion most frequently encountered, is a causative factor of sterility of 
much less importance than the prevalent opinion would indicate. Vose 
has evidence to show that the abnormal secretions in chronic prostato- 
vesiculitis do relatively little direct narm to spermatozoa which have 
left the testicles. He believes, however, that the toxins elaborated by 
these chronie infections, like toxins produced by chronic focal infee- 
tions elsewhere, may reach the testicles through the blood stream and 
depress the spermatogenie funetion. 


FEMALE CONSTITUTIONAL FACTORS 


In the female partners to sterile matings the incidence of constitu- 
tional faults approximately parallels their incidence in the males. 
Thus the 46 such factors listed in Table V include 26 endoerinopathies, 
7 focal infections, and 9 imbalances of nutrition, in addition to two 
disorders of liver function and two blood diseases. 

Here again pituitary disturbances markedly predominate among the 
endocrinopathies. This finding is supported by the important recent 
advances in knowledge of the physiology of the pituitary, which iden- 
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‘ 


tify that gland as the ‘motor’’ of the ovary and the activator of exocrine 
ovarian function. 

The relatively small incidence of thyroid failure and endocrine ova- 
rian failure as causative factors in sterility should be emphasized, 
TABLE V. INCIDENCE OF FEMALE CONSTITUTIONAL Factors IN 50 CASES OF 
STERILITY 


Pituitary dysfunction 1s 


2 cases 
Bilobar pituitary failure 4 eases 
Thyroid failure 5 eases 


Ovarian failure eases 
) 


Chronic tonsillar infection 6 


cases 
Chronie dental and tonsillar infection 1 case 
Hepatic toxemia 2 cases 
Protein starvation 9 cases 
Anemia 1 case 
Hemoglobinemia ease 
Total ° 46 factors 


because of certain prevalent misconceptions which have led to a great 
deal of improper therapeutics. One such misconception is the idea 
that a low basal metabolic rate always connotes thyroid underfune- 
tion, and that only. As a matter of fact, subnormal metabolism is 
found in underfunetion of any major endocrine gland, as well as in a 
number of nonendocrine conditions. Another prevalent error is the 
assumption that odgenetie failure necessarily implies endocrine ova- 
rian failure and thus always requires ovarian organotherapy. 


FEMALE LOCAL FACTORS 


Any series of critical abdominopelvie examinations, even examina- 
tions of women who are functionally normal, can scarcely fail to reveal 


TABLE VI. INCIDENCE OF FEMALE LOCAL Factors IN 50 CASES OF STERILITY 


Hypoplasia 

Hypoplasia and bicornate uterus 
Senile atrophy 

Absence of ovary 


20 cases 

1 ease 

3 enses 

2 cases 

Ovaiian eyst, or polycystic degeneration 7 cases 

Persistent corpora lutea 1 ense 
Cireumovarian adhesions 
18 


cases 
Tubal obstruction 3 cases 
Tubal ocelusion 10 eases 
Fibromyoma 3 cases 
Retrodisplacement of uterus 4 cases 
Retrodisplacement and descent of uterus 2 eases 
Retrodisplacement of uterus with anteversion of cervix 3 cases 
Viscosity of endocervical secretions 17 cases 
Endocervicitis and viscosity of secretions 11 cases 
Endocervicitis 3 cases 
Eversion of endocervical mucosa 1 case 
Hypertrophy of cervix 1 case 
Vaginitis 1 case 
Vaginismus 1 ease 


Total 114 factors 


. 
| 
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a considerable number of deviations from strict anatomic normality, 
The nicest judgment is sometimes required to evaluate properly the 
influence of such items upon fertility. Circumstances alter eases: 
retroversion, for example, or a fibromyoma, or an endocervicitis, may 
contribute largely to sterility in one patient and not at all in another. 
Table VI lists the female pelvic lesions which were, in our opinion, 
causative factors of sterility in this series of 50 cases. 

Leaving aside 18 miscellaneous pathologie conditions, most of them 
important in individual cases rather than in general, the remaining 96 
lesions fall into four great groups: 21 developmental arrests, 15 me- 
chanical interferences with ovulation, 28 defects of tubal patency, and 
32 hostilities of the endocervical secretions. 

The diagnosis of hypoplasia has been based upon the uterine index,’ 
a measurement more accurate than casual estimation of the familiar 
stigmas. The significance of this condition lies in the fact that a hypo- 
plastie uterus connotes correspondingly hypoplastic ovaries which 
ovulate imperfectly, if at all. 

Every effort has been made to identify the anatomic abnormalities in 
and around the ovaries which would interfere in a mechanical way with 
ovulation. The technical difficulties of ordinary examination are, how- 
ever, considerable, and it is probable that the actual incidence of such 
faults is somewhat higher than our figures show. 

We now recognize four distinct tubal conditions: normal patency, 
partial obstruction from organic lesions, partial obstruction from 
spasm, and complete occlusion. These can be accurately distinguished 
by a correlation of the results of gas-insufflations and those of lipiodol- 
injection.’ Among 50 women 22 showed normal patency, 18 some 
type of partial obstruction, and 10 complete occlusion. 

Of 32 eases of endocervical hostility, the predominant trouble was 
simple mechanical viscosity of the secretions in 28. Infection and in- 
flammation were of secondary importance. We have seen no indica- 
tion of serologic hostility, and have accumulated considerable evidence 
to prove that chemical hostility® of the endocervical secretions plays 
no part in the causation of sterility. 


SUMMARY AND CONCLUSIONS 


1. The older idea, that the sterility of a mating is ordinarily due to 
some single abnormal condition, has led in the past to incomplete 
investigation, inadequate treatment, and generally unsatisfactory 
results. 

2. Modern research shows that sterility is commonly due to the 
combined influence of multiple causative factors. Any single one of 
these, excepting the comparatively few absolute factors, may not be 
sufficient to cause sterility; all of them together depress fertility be- 
low the threshold of conception. 
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8 About one-third of all demonstrable causative factors are extra- 
genital conditions of constitutional depression, which lower the inher- 
ent fertility of the gametes. Such conditions are operative, in one or 
both partners, in nearly 90 per cent of sterile matings. In the male 
they are, in the aggregate, more important than abnormal local condi- 
tions. 

4, About one-third of all demonstrable causative factors are on the 
male side, and two-thirds on the female side. In more than 90 per 
cent of clinical cases, however, there is some division of responsibility 
between the two partners. 

5. A radical revision of older ideas of causation requires the estab- 
lishment of new standards for the complete diagnostic study of the 
sterile mating. Complete investigation points the way to adequate 
treatment, which in our cases has thus far yielded a percentage of 
successful results more than twice as great as our average of successes 
obtained by former methods. 
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Jankelewitsch: Cleidotomy on the Living Fetus. Zentralbl. f. Gynik. 53: 1074, 
1929. 


‘‘Cleidotomy’’ is generally understood to mean the division of the clavicle in the 
dead fetus. The author became interested in those cases, occurring ever so often, 
of large babies whose shoulder circumference is greater than the suboccipito 
bregmatic, and which consequently present difficulties in the delivery of the shoulders. 
He was further stimulated by the large number of resulting paralyses in such cases. 
Having determined on the dead fetus that the subclavian muscle is on an average 
*4 the thickness of the clavicle, and having developed his technic on 23 fetal 
cadavers without ever injuring the underlying vessels and nerves, he did a cleidotomy 
on a living fetus and achieved an easy delivery and an excellent result in an other- 
wise very difficult ease. The clavicle was divided at its middle point. Unilateral 
cleidotomy reduces the shoulder circumference by 2% to 3 em., bilateral 5 to 6 em. 
The author contends that the thickness of the subclavian muscle, and the fact that 
the nerve, artery and vein lie in loose connective tissue, practically eliminates injury 
to vessels and nerve. With the exception that the clavicular fracture is a compound 
one, and therefore slower of healing, the results are quite comparable with traumatic 
fractures of the clavicle in the newborn, the prognosis of which is uniformly good. 
He has developed special scissors with which he claims it is impossible to injure any 
vital parts. 

WILLIAM F. MENGERT. 


A STUDY OF THE EFFECT OF ACRIFLAVINE GIVEN 
INTRAVENOUSLY ON EXPERIMENTAL UTERINE 
INFECTION IN THE DOG 


By L. Meyer, M.S., M.D., Cuicagco, 


(From the Department of Physiology and Pharmacology, Northwestern University 
Medical School) 


N A PREVIOUS study' the author demonstrated that the dog’s 

uterus may eliminate certain antiseptic dyes, namely, pyridium, 
mereurochrome, and acriflavine, but apparently does not eliminate 
gentian violet and methylene blue. Unpublished observations by the 
author indicate that the human uterus may also eliminate mereuro- 
chrome and acriflavine. 

While it is true that the dyes used have a marked antiseptic action 
in vitro, it must be remembered that factors are present in vivo which 
do not exist in the test tube. Therefore, one must be cautious in 
estimating the practical therapeutic value of a drug from its apparent 
value in a test tube. Regardless of the antiseptic power of the dye as 
shown by in vitro experiments, two questions must be answered be- 
fore one ean use the dye rationally as an antiseptie in the intravenous 
treatment of local infections of the female genital tract. The first 
question, “‘Can the uterus eliminate antiseptic dye?’’ has been an- 
swered in the previous study. The second question is: ‘‘Can the 
uterus in the presence of an infection eliminate the dye emploved in 
sufficient concentration to inhibit the progress of that infection?’’ 

In answer to the second question elinical reports are variable, some 
authors favoring, others condemning intravenous therapy. These dif- 
ferences of opinion may be due (1) to diffieulty in prognosis, for one 
can say in a case recovering after therapy that the recovery may have 
occurred without treatment, (2) to ineffectiveness of the dye in the 
eoneentration used, and (3) to the lack of definite controls. 

Beeause we could not find a definite answer to the second question 
by using antiseptic dves on human beings, we conducted experiments 
on dogs to ascertain the possible efficacy of intravenous therapy in the 
treatment of local infection of the female genital tract. 


LITERATURE ON ACRIFLAVINE 


Acriflavine was chosen in these experiments because of its low toxicity, because 
of the absence of serious reaction in ordinary dosage}. 2 and beeause it is eliminated 
by the uterus in the greatest concentration of any dye which we know to be 
eliminated by this organ.1 

There are other factors which render acriflavine desirable for intravenous use. For 
instance, its effectiveness in high dilutions.*. 4,5,6 According to Browning, a dilu- 
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tion of 1:100,000 is effective against cocci and coli.7 Furstenau4 states that a 
dilution of 1:50,000,000 acting for forty-eight hours on gonococci in ascitie bouillon 
is sufficient to kill them, the same author states that a dilution of 1:400,000 will 
kill gonococci in two minutes. Browning® and Bieling® demonstrated that a 
dilution of 1:10,000 in a wound containing diphtheria will prevent death. These ex- 
periments, however, have been criticized by Dakin and Dunham1° because they 
were not conducted in the presence of cellular detritus and autolytie products which 
are present in wounds. They show that when muscle juice is added to the media, 
acriflavine is effective only in dilutions up to 1:3000 instead of 1:100,000. Eggerth5 
believes that the pus cells, the autolytie products, and meat infusion in particular 
reduce the titer of acriflavine because they unite with a large part of the dye. 
This is in keeping with the work of Gay and Morrison,11 who found that a con- 
centration of 1:1600 did not sterilize a pleural cavity in streptococcus empyema in 
rabbits, and of Fleming,!2 who found that a dilution of 1:500 was usually unable 
to sterilize an equal volume of pus in twenty-four hours. Browning et al? found 
that a concentration of 1:2000 acting for twenty-four hours was necessary to 
sterilize pus from an empyema eavity. Eggerth5 found a dilution of 1:20,000 ef- 
fective in human pleuritie fluid. 

This latter evidence argues against the efficacy of any intravenous dye therapy. 
But it is possible that the dye may reduce the virulence of the organism without 
killing it as shown by the work of Browning and Cohn13 with pneumococcic per- 
itonitis, of Baumgarten!4 with cholera, of Morgenroth15 and others with streptococci. 
However, Gay and Morrison11 found that acriflavine had no effect on the duration 
of streptococcic empyema in rabbits. It is to be remembered in this connection, 
however, that the infections in animals seldom show the strictly localized character 
common in the human being. 

It is also possible that a dye in high dilutions may neither kill nor attenuate 
organisms, but may inhibit their growth. Schnabel and Kaserowsky1® showed that 
streptococci grown in cultures containing acriflavine in dilution of from 1:1,000,000 
to 1:10,000,000 were so affected that in the next subculture growth would be 
inhibited by a dilution of 1:2,000,000. Similar ‘‘sensitization’’ of organisms to 
acriflavine was demonstrated in vivo in white mice. 

Another possible action of the dye is that it might increase the bacteriocidal 
properties of the blood. Mellanby and Zau17 and Spencer18 were unable to dem- 
onstrate an increase in the bacteriocidal power of the serum removed after in- 
travenous injection of the dye. Becker,19 however, found that the serum had an 
inereased power to inhibit the growth of hemolytie streptococci and B. coli. 

A few investigators have studied the potency of acriflavine in body fluids. Four 
report that the dye is more potent in serum.‘ 5,6,13 Drummond found that the 
presence of serum increased the effectiveness of the serum against coliform bacilli 
eighty fold. Eggerth5 believes this is due to the alkalinity of the serum and 
demonstrated an increase in the potency of the dye with an increase in the alkalinity 
of the media. Davis2® demonstrated that acriflavine in dilutions of 1:100,000 in 
urine is effective against staphylococci and B. coli providing the urine is alkaline. 
In an acid urine Py 6.0 it is almost as efficient against staphylococci, but requires a 
concentration of 1:7500 to be effective against B. colli. 

The effect of other substances than serum on the potency has been studied. The 
action of the dye is enhanced by optichin according to Neufeld and Schiemann,?! 
but it is not affected by sodium or potassium salts or by phosphates according to 
Eggerth.5 Bock22 favors the use of glucose with rivanol (an acridine derivative). 
In this instanee the sugar may decrease the toxicity as Redewill et al23 has shown 
for glucose when injected with mereurochrome. 

Intravenous injection of acriflavine causes an increase of from 50 to 100 per 
cent in the number of leucocytes according to three investigations,17, 24,25 Stephan 
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reports a definite stimulation of the formation of monocytes of connective tissye 
origin in the presence of disease only, and that no improvement in the disease occurs 
when a relative and absolute increase of monocytes is absent. 

Regarding the effect on phagocytosis, Fleming12 states that a dilution of 
1:8000 acting for five hours inhibits the phagocytie activity of the leucocytes, 
Mellanby and Zau1? report that a dilution of 1:10,000 inhibits, but that a dilution 
of 1:100,000 has no effect on phagocytosis. Gay and Morrison! report that 
smears made from pleural fluid taken from eases of experimental empyema treated 
with aecriflavine showed no extracellular organisms but many phagocytes con- 
taining streptococci. In these experiments the concentration of acriflavine was 
probably 1:1600. Browning? found that a concentration of 1:10,000 acting for 
twenty minutes had little effect on phagocytosis. Acriflavine then in a concentrated 
solution inhibits and in high dilution has no effect on phagocytosis. 

The red blood cell count is reduced one-half million or less within an hour 
after the injection of acriflavine.25 It has no direct effect on the red blood cells 
in vivo.17,18 Fleming!2 believes acriflavine is an anticoagulant, but Mellanby and 
Zaul? found no effect upon the coagulation time. 

Stephan25 states that in all toxic disturbances of the reticuloendothelial system 
and in diseased conditions in which a hypofunction of the system could be dem- 
onstrated, it was possible by intravenous injection of acriflavine to overcome the 
functional inhibition and the structural disturbance for varying periods of time 
providing the degree of cell intoxication was not too great. 

Except for an occasional case of salivation or of nausea, the only ill effects the 
author has noted in women, in whom from one to three injections were made into 
the same individual, were transient shortness of breath and a sense of constriction 
about the chest. Frequent injections of large doses will cause yellowish discolora- 
tion of the skin26 and damage to the liver and -kidney.17 It is claimed that the 
yellowish discoloration of the skin may be prevented by giving resorcin.27, 28 


METHODS 


Our experiments were performed on female dogs. The principle of 
the experiment was to infect the lumen of the uterine horn and ascer- 
tain the effect of the dye on the course of the infection. 

The operative procedure was conducted with aseptic precautions 
and ether anesthesia. The abdomen was opened and both uterine 
horns were ligated with double silk ligatures near the body of the 
uterus and at the fimbriated extremity, care being taken not to injure 
the blood supply to the parts. Ligation of the inoculated horn was 
necessary to prevent the pus from being discharged into the peritoneal 
cavity and the vagina. Ligation of both horns was done to control the 
effect of ligation of the horn per se in each animal. The bacterial 
culture was then introduced by means of a syringe and a needle into 
the lumen of the left uterine horn just distal to the ligature at the 
fimbria. The needle was passed under the serous covering, then diag- 
onally through the musculature to the submucosa, then parallel to the 
mucosa before entering the lumen of the horn. This made a valve-like 
closure of the course of the needle which with slight pressure over the 
site of the injection effectively prevented leakage of pus into the peri- 
toneal cavity in most of the cases. After the injection the abdomen was 
elosed and the animals observed. 
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The pus in all cases was obtained from patients who were suffering 
from an infection with the organism obtained. Staphylococci, strep- 
tocoeci, mixtures of the two, and colon bacilli were used. The organ- 
isms in the pus were cultured twenty-four hours in glucose broth and 
the undiluted culture was injected. The amount injected in practi- 
eally all eases was 1 c.c. When a smaller amount was used, sufficient 
eulture was injected to distend the horn. 


In each experiment the left uterine horn of three dogs was inocu- 
lated. Two of these animals were treated and one untreated, the un- 
treated animal being used as a control. The operative procedure and 
the method of treatment were the same throughout. A different cul- 
ture was employed in each experiment and the time for instituting 
treatment varied in each series. 

Treatment was instituted in one series of experiments immediately 
after the operation; in the second series, twenty-four hours after the 
operation; and in the third series, forty-eight hours after operation. 
The treatment consisted of one intravenous injection of a 1 per cent 
aqueous solution of acriflavine. The amount injected was 1 ¢.c. per 
10 pounds of body weight, or about 0.0025 grams per kilo. The usual 
dose for human beings is 0.005 to 0.010 grams per kilo.” Therefore, 
the amount used in the experiments is one-half to one-fourth the per 
kilo dose used in man. 

The uteri were examined from two to four days after inoculation 
in the first series, and from seven to fourteen days after inoculation in 
the remainder of the experiments. Only gross changes were noted. 
These consisted of changes of color and thickness of the mucosa to 
variations in the size of the horns and the presence of peritubal ad- 
hesions. Cultures of the contents of the horns were made as noted 
in the protocols. 

RESULTS 


The results of three sets of experiments in Series I were strikingly 
positive, the effect of the dye being quite marked if injected immedi- 
ately after the inoculation of the uterine horn.* 


Protocols.—Experiment 1. This was a preliminary experiment to determine a 
suggestive dosage. 

Dog A. Weight 20 pounds. One e.c. of 1 per cent aqueous solution of acriflavine 
was injected intravenously, after an inoculation of the uterine horns with a culture 
of staphylococci. Four days later the uterine horns were examined and the in- 
seulated horn found to be four times normal size. The amount of the dye in- 
jected in this instance was too small. 

Dog B. Weight 25 pounds. Two and one-half e.c. of acriflavine were in- 
jected intravenously after inoculation of the uterine horn with a culture of 


staphylococci. Four days later horns showed only a slight redness of the mucous 
membrane. 


*The detailed protocols of the animal experiments may be found in the author's 
reprints. They cannot be included here for lack of space. 
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Experiment 2. Uterine horns were inoculated with a culture of staphylocoeci, 
Uteri were removed forty-eight hours after inoculation. 

Dog A. Weight 30 pounds. Three c.c. acriflavine intravenously. Findings: 
There was some redness of the mucous membrane and a few peritubal adhesions, 
In this case there was some leakage at the time of operation. 

Dog B. Weight 30 pounds. Three e.c. of acriflavine were injected intravenously, 
Findings: The uterine horns were the same on both sides. No change was de- 
tected. 

Dog C. Weight 28 pounds. No intravenous injection. Findings: Inoculated 
horn was twice normal thickness, the mucous membrane was deeply injected. 


Experiment 3. The uterine horns were inoculated with a culture of colon 
bacilli. The uteri were removed forty-eight hours after inoculation. 


Dog A. Weight 20 pounds. Two e.c. of acriflavine were injected intravenously. 
Findings: There was no change noted except slight redness of the mucous mem- 
brane. 

Dog B. Weight 20 pounds. Two e.c. of acriflavine were injected intravenously. 
Findings: There was no detectable change in the uterine horns. 


Dog. C. Weight 22 pounds. No treatment was given. Findings: The in- 
oculated horn was one and one-half times larger than the opposite horn. The 
mucous membrane was congested and discolored. 


These results indicate the possibilities of the dye as a prophylactic. 
They are of no practical value in so far as treatment is concerned be- 
cause clinically one is not aware of infection until local or general 
symptoms appear. Therefore, it was decided to inoculate the uterine 
horn and institute treatment twenty-four hours later. 

Results in Series II. In this series nine experiments were performed, 
in each of which three dogs were inoculated and twenty-four hours 
later two animals in each experiment were treated with acriflavine 
intravenously, the third dog being used as a control. The results were 
positive in Experiments 4, 6, 7, 8, 9, 10, and 11. In Experiment 5 the 
culture injected apparently was not virulent. The results in Experi- 
ment 12 were questionable, but there was definitely less change in the 
treated than in the untreated animal. Both uterine horns of the 
treated animals on culture yielded viable organisms. The tempera- 
ture records in Experiments 8, 9, 10, 11 and 12 show that general 
symptoms are present twenty-four hours after inoculation. 


Protocols of Series II: 


Experiment 4. The uterine horns were inoculated with a culture of staphylococci. 
The uteri were removed one week after inoculation. 


Dog A. Weight 30 pounds. Three c.c. of acriflavine intravenously. One and 
one-half ¢.c. of culture were injected into the horns in this animal. Findings: Both 


uterine horns were about three times normal size. There was no perisalpingitis 
present. 


Dog B. Weight 26 pounds. No treatment was given. Uterus before injection 
was small virgin type. Findings: The inoculated horn was about five times normal 
size, the right horn was twice normal size. Both horns contained purulent ma- 
terial. There were extensive peritubal adhesions. 
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Dog C. Weight 20 pounds. Two e¢.c. of the dye were injected. The uterus 
before inoculation was the same size as in Dog B. Findings: There was no 
change in the size of the uterine horns and no peritubal adhesions. 

Experiment 5. The uterine horns were inoculated with a eulture of staphylo- 
eocci. The uteri were removed one week later. 

Dog A. Weight 22 pounds. Two and two-tenths e¢.c. of the dye were injected. 
Findings: There were no noticeable changes in the horns. 

Dog B. Weight 25 pounds. No treatment was given. Findings: There was 
no detectable change. 

Dog. C. Weight 20 pounds. Two ¢.c. of the dye were injected. Findings: No 
detectable change. 

Experiment 6. The uterine horns were inoculated with a culture of strepto- 
cocci. 

Dog A. Weight 35 pounds. Three and five-tenths ¢.c. of the dye were injected 
The dog was pregnant at the time of operation, the horns being about 2 em. in 
diameter. The dog would not respond to eall the day of injection. It died two 
days after injected. The cause was undetermined. Findings: No detectable change 
due to infection. The death may have been due to toxemia from death of the 
feti. 

Dog B. Weight 28 pounds. No treatment was given. Dog died five days after 
inoculation, was very sick throughout time of the experiment. Findings: There 
were extensive dense peritubal adhesions. Inoeulated horn was about three times 
preoperative size. 

Dog C. Weight 20 pounds. Two ¢.c. of the dye were injected. Findings: The 
uterine horns were the same size as at operation. There were a few adhesions at 
the site of the ligature. Uteri of Dogs B and C were the same size before op- 
eration. 

Experiment 7. The uterine horns were inoculated with a culture of staphylococci. 
The uteri were removed eleven days after operation. 

Dog A. Weight 35 pounds. Three and five-tenths ¢.ec. of the dye were in- 
jected. The horns were 5 mm. in diameter. The animal was acutely ill twenty- 
four hours after inoculation. Findings: Peritubal adhesions at the site of ligature. 
Mucosa normal, including placental sites. 

Dog B. Weight 25 pounds. No treatment was given. At the time of opera- 
tion the uterine horns were 5 mm. in diameter. Early pregnaney (?) The animal 
was acutely ill twenty-four hours later, but not as sick as Dog A. Findings: Mucosa 
was markedly congested and thickened; the placental sites were destroyed. 

Dog C. Weight 14 pounds. One and four-tenths ¢.c. of the dye were injected. 
Animal was ill twenty-four hours later. Findings: There was no noticeable change 
in the horns. 

Experiment 8. The uterine horns were inoculated with a culture of staphylocoeci 
and streptococci. The uteri were removed eleven days later. 

Dog A. Weight 21 pounds. Two e¢.e. of the dye were injected. The horns 
were about 5 mm. in diameter. Early pregnancy (?) Findings: The inoculated 
horn was the same as at the time of inoculation. Moderate peritubal adhesions. 
There was considerable leakage of pus at the time of the inoculation. 

Dog B. Weight 24 pounds. No treatment was given. The uterine horns were 
the same size and condition as Dog A at the time of inoculation. Findings: The 
inoculated horn was four times the size of the opposite horn. Extensive dense 
peritubal adhesions were present. 

Dog C. Weight 20 pounds. Two e.c. of the dye were injected. The horns were’ 
about 2 mm. in diameter at the time of the operation. Findings: Both of the 
horns were the same size as at operation. 
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Experiment 9. The uterine horns were inoculated with culture of colon bagjjjj. 
The uteri were removed twelve days later. 

Dog A. Weight 28 pounds. The horns were large, 2 em. in diameter, two weeks 
postpartum. Three ¢.c. of the dye were injected. The temperature twenty-foy 
hours after inoculation was 103°. Findings: Both uterine horns were about the 
same size, no evidence of a change from infection. 

Dog B. Weight 21 pounds. The uterine horns were about 5 mm. in diameter. 
No treatment was given. The temperature twenty-four hours after inoculation 
was 103°. Findings: Inoculated horn from 20 to 40 mm. in diameter, Opposite 
horn about 12 mm. in diameter. 

Dog C. Weight 21 pounds. The uterine horns were about 6 mm. in diameter, 
Two c.c. of the dye were injected. The temperature twenty-four hours after the 
operation was 103°. Findings: Inoculated horns from 8 to 10 mm. in diameter, 


Fig. 1.—Specimens from Exp. 9. The uterine horns were inoculated with a 
culture of colon bacilli. Both uteri were the same size before inoculation. The upper 
specimen is from Dog C which was treated twenty-four hours after inoculation. The 
other specimen is from Dog B which was untreated. 


Experiment 10. The uterine horns were inoculated with a culture of strepto- 
cocci. The temperature was recorded twenty-four hours after inoculation. The 
uteri were removed seven days after inoculation. 

Dog A. Weight 33 pounds. The right uterine horn was 2 em. in diameter and 
contained a serous fluid. This horn was inoculated to learn if this pathologie con- 
dition of the horn would influence the control of the infection. Three c¢.c. of the 
dye were injected, and the temperature at the time was 103.4°. Findings: Both 
uterine horns were the same as before operation. 

Dog B. Weight 26 pounds. The uterine horns were 5 mm. in diameter. No 
treatment was given. The temperature recorded was 103°. Findings: The dog 
died seven days after the operation apparently from infection. There was a large 
pyosalpinx with extensive dense peritubal adhesions. Inoculated horn was 20 to 
30 mm. in diameter. 
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Dog C. Weight 22 pounds. The uterine horns were 3 em. in diameter, ten days 
postpartum. Two ec.c. of the dye were injected and the temperature at the time 
was 102.6°. Findings: The horns showed no change due to inoculation. No 
peritubal involvement. 

Experiment 11. The uterine horns were inoculated with a culture of strepto- 
cocci. The temperature was recorded twenty-four hours later. The uteri were 
removed ten days after operation. 

Dog A. Weight 38 pounds. The uterine horns were 1 em. in diameter. Three 
and eight-tenths of the dye were injected and the temperature at the time was 
101°. Findings: Both of the uterine horns were about the same size as before 
the operation. There were slight peritubal adhesions. 

Dog B. Weight 16 pounds. The uterine horns were 3 mm. in diameter, 1.6 e.e. 
of the dye were injected and the temperature at the time was 103°. Findings: 
Slight increase in the thickness of the inoculated horn. 


Fig. 2.—Specimens from Exp. 11 are on the left and from Exp. 22 are on the right 
side. In both experiments cultures of streptococci were used. 

Specimens B received treatment. The one on the left twenty-four hours and the 
one on the right forty-eight hours after inoculation. Specimens C are from Dogs 
C and received no treatment. 


Dog C. Weight 20 pounds. The uterine horns were 5 mm. in diameter. No 
treatment was given. The temperature was recorded at 103.4°. Findings: The 
inoculated horn was 15 mm. in diameter and full of pus. 


Experiment 12. The uterine horns were inoculated with a eulture of staphylo- 
cocci. The temperatures were recorded twenty-four hours later. The uteri were 
removed ten days after inoculation. 


Dog A. Weight 25 pounds. The uterine horns were 7 mm. in diameter. 
There was some leakage at the time of the operation. Two and five-tenths c.c. 
of the dye were injected and the temperature at the time was 101.4°. The animal 
appeared to be very sick. Findings: Both horns showed a marked endosalpingitis, 
and contained a purulent fluid. There was slight increase in size. 

Dog B. Weight 24 pounds. The uterine horns were 7 mm. in diameter. No 
treatment was given. The animal was not as sick as Dog A. Temperature 
recorded was 102°. Findings: Inoculated horn was greatly increased in size, the 
walls were bluish black, the horn was full of pus and blood. 
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Dog C. Weight 21 pounds. The uterine horns were 3.5 em. in diameter, The 
animal delivered one week past, but there is a large mass in the left horn which 
may be placenta. The inoculation was made into the right horn. Two ee. of the 
dye were injected and the temperature at the time was 103° F. Findings: This 
animal showed the least change of any in this experiment, but the inoculated 


horn was somewhat thickened and contained pus. 


The temperatures were taken in this series of experiments only at 
the time of injection and show that at that time a general reaction 
from the inoculation had oeceurred. The results show that even when 
the treatment is instituted twenty-four hours after inoculation it has 
a definitely beneficial effect. 


Fig. 3.—Specimens from Experiment 20 The uterine horns were inoculated with 
a culture of streptococci. Both uteri were the same size before inoculation. The 
upper specimen is from Dog A, which was treated forty-eight hours after inocula- 
tion. The lower specimen is from Dog C which was untreated. 

Beeause of the results obtained in Series II, it was decided to make 
a series of experiments in which the dye was injected forty-eight hours 
after the inoculation. 

Results in Series III. In this series nine experiments were per- 
formed, in each of which three dogs were inoculated and forty-eight 
hours later two animals were treated with acriflavine intravenously, 
the third untreated dog being used as a control. The results were 
positive in Experiments 13, 16, 19, 20, 21, and 22; questionable in Ex- 
periments 15, 17, and 18; and a failure in Experiment 14. 
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Protocols of Series III. 

Experiment 13. The uterine horns were inoculated with a culture of staphylo- 
eocci. The temperatures were recorded forty-eight and seventy-two hours after in- 
oeulation. The uteri were removed ten days later. 

Dog A. Weight 21 pounds. The uterine horns were 7.5 mm. in diameter. Two 
and eight-tenths ¢.c. of the dye were injected and the temperature at the time was 
103°. The next day the temperature was 104°. Findings: The inoculated horn 
was practically the same size as before operation. The opposite horn was 35 mm. 
in diameter and contained a yellowish mucus which was sterile. 

Dog B. Weight 31 pounds. The uterine horns were 4 mm. in diameter, in- 
fantile in type. Three and one-tenth ¢.c. of the dye were injected, the temperature 
at the time was 102°. The next day the temperature was 104°. Findings: 
Inoculated horn was 8 mm. in diameter. It was sterile. 

Dog C. Weight 30 pounds. The uterine horns were 7.5 mm. in diameter. No 
treatment was given. The temperature forty-eight hours after operation was 102°. 
The animal died seventy-two hours after inoculation. Findings: Metastatie ab- 
scesses throughout body. Inoculated horn 15 mm. in diameter, dark blue gangrenous, 
contained pus and blood. Culture from horn positive. 

Experiment 14. The uterine horns were inoculated with a culture of staphylococci. 
The temperatures were recorded forty-eight and seventy-two hours after inoeula- 
tion. The uteri were removed twelve days later. 

Dog A. Weight 29 pounds. The uterine horns were 10 mm. in diameter. Two 
and nine-tenths c.c. of the dye were injected. Temperatures recorded were 102.2° 
F. and 102.6°. Findings: The inoculated horn was about 40 mm. in diameter. 
It contained viable organisms. 

Dog B. Weight 26 pounds. The uterine horns were 4 mm. in diameter. Two 
and eight-tenths ¢.c. of the dye were injected. The temperatures reeorded were 
103.2° and 104°. Findings: Both horns 8 mm. in diameter. Contained viable 
organisms. 

Dog C. Weight 25 pounds. The uterine horns were 10 mm. in diameter. No 
treatment was given. The temperatures recorded were 101.8° and 102°. Findings: 
There was no noticeable change due to infection; no fluid in the horns. 

Experiment 15. The uterine horns were inoculated with a culture of staphylococci. 
The temperatures were recorded 48, 72, 96, and 120 hours after inoculation. The 
uteri were removed ten days after inoculation. 

Dog A. Weight 20 pounds. The uterine horns were 7.5 mm. in diameter. The 
horn was traumatized with a forceps at the site of inoculation. The temperatures 
recorded were 103.4°, 102.6°, and 101.8°. No treatment was given. Findings: No 
noticeable enlargement of the left horn. The right horn was about 40 mm. in 
diameter and contained viable organisms. There were marked dense peritubal ad- 
hesions present. 

Dog B. Weight 21 pounds. The uterine horns were 7.5 mm. in diameter. The 
horns were ruptured at the site of the inoculation and were traumatized with a 
forceps. Two and one-tenth ¢.c. of the dye were injected. The temperatures 
recorded were 103.4°, 103°, 101°, and 100°. The animal had a diarrhea throughout 
the period of observation and died of an intestinal hemorrhage one hundred forty- 
four hours after operation. Findings: Marked peritubal adhesions were present. 
Both horns were slightly larger than at operation. 

Dog C. Weight 23 pounds. The uterine horns were about 7.5 mm. in diameter. 
The inoculated horn was not traumatized. Two and three-tenths ¢.c. of acriflavine 
were injected. The temperatures recorded were 103°, 102°, 104° (the dog had 
been running around before this temperature was taken), and 101.6°. Findings: 
There was practically no change in the uterine horns; culture was sterile, 
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Experiment 16. The uterine horns were inoculated with a mixed 


culture of 
short chain streptococci and of staphylococci. The temperatures were 


recorded 
48, 72, and 120 hours after inoculation. The uteri were removed twelve days after 
operation. 

Dog A. Weight 25 pounds. The uterine horns were 10 mm. in diameter. Two 
and five-tenths ¢.c. df the dye were injected. The temperatures recorded were 104.6°, 
103.8°, and 102°. Findings: There were a few light adhesions, the horns were the 
same size as before operation. 

Dog B. Weight 26 pounds. The uterine horns were 10 mm. in diameter. No 
treatment was given. The temperatures recorded were 104.4°, 103.2°, and 104.4°. 
Findings: There were vary dense adhesions, impossible to separate the bowel and 
bladder from the uterine horns. 

Dog C. Weight 20 pounds. The uterine horns were 10 mm. in diameter. Two 
c.c. of the dye were injected. The temperatures recorded were 104.8°, 102.2°, and 
102°. Findings: There was slight increase in the thickness of the walls of the 


horns, and a few light adhesions. 


Experiment 17. The uterine horns were inoculated with a culture of colon 
bacilli. The temperatures were recorded 48, 72, 120, 192, and 240 hours after in- 
oculation, The uteri were removed twelve days after operation. 

Dog A. Weight 832 pounds. The uterine horns were 7.5 mm. in diameter, 
Three and tyo-tenths c.«. of the dye were injected. The animal was able to be 
about throughout the course of the experiment. The temperatures recorded were 
103°, 102°, 102°, 102°, and 101.2°. Findings: The inoculated horn was about 
22 mm. in diameter. 

Dog B. We 


treatment was given. The animal was very sick throughout the course of the 


ight 28 pounds. The uterine horns were 7 mm. in diameter. No 
experiment and was discharging a foul pus from the vagina after the fourth day. 
The temperatures recorded were 103.2°, 104°, 1038.6°, 103.4°, and 103.6°. Findings: 
The walls of the horns were greatly thickened; there was no distention. 

Dog C. Weight 25 pounds. The uterine horns contained feti about 3 x 1 x 1 em. 
The bacteria were introduced into the amniotic sac. Two and five-tenths c.e. of 
dye were injected. The animal was not acutely ill during the experiment. Tem- 
peratures recorded were 103.2°, 103°, 101°, 101°, and 102°. Findings: The 
inoculated pregnant horn was about twice the preoperative size. 

Experiment 18. The uterine horns were inoculated with a culture of colon 
bacilli and gram positive diplococci. The temperatures were recorded 48, 72, 96, and 
144 hours after inoculation. The uteri were removed fourteen days after operation. 

Dog A. Weight 22 pounds. The uterine horns were 10 mm. in diameter. Two 
and one-tenth ¢.c. of the dye were injected. The temperatures recorded were 
104.8°, 104.4°, 104°. Findings: The uterine horns were twisted upon themselves, 
gangrenous, and filled with a bloody fluid. The horns were about 50 mm. in 
diameter, the distention was due to torsion. 

Dog B. Weight 30 pounds. The uterine horns were 20 mm. in diameter. No 
treatment was given. The temperatures recorded were 103°, 103.6°, 103°, and 102°. 
Findings: The inoculated horn wes about 40 mm. in diameter. It contained 
pus with viable organisms. 

Dog C. Weight 5 
Five c.c. of the dye were injected. The temperatures recorded were 103.8°, 102°, 
101.6°, 101.2°. Findings: There was no noticeable change in the horns. They 


contained no fluid. 


) pounds. The uterine horns were 20 mm, in diameter. 


Experiment 19. The uterine horns were inoculated with a culture of streptococci. 
The temperatures were recorded 48, 96, and 144 hours after operation. The uteri 
were removed sixteen days after inoculation, 
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Dog A. Weight 15 pounds. The uterine horns were 5 mm. in diameter. One 
and five-tenths ¢.c. of the dye were injected. The temperatures recorded were 103°, 
102°, and 101°. Findings: There was no change in the size of the horn; no 
peritubal adhesions. 

Dog B. Weight 23 pounds. The uterine horns were 7.5 mm. in diameter. No 
and 102.6°. 
There was a purulent bloody discharge from this animal throughout the course of 


treatment was given. The temperatures recorded were 101°, 102° 
the experiment. Findings: The uterine horns were about 20 mm. in diameter and 
imbedded in dense peritubal adhesions. 

Dog C. Weight 28 pounds. The right uterine horn was 6 mm. in diameter. 
The left was distended with a clear fluid. The right uterine horn was inoculated. 
Two and eight-tenths e.c. of the dye were injected. The temperatures recorded 
were 103.6°, 102°, and 101°. Findings: There was no change in the size of 
the horns and no peritubal adhesions. 

Experiment 20. The uterine horns were inoculated with a culture of strepto- 
cocci. The uteri were removed twelve days after operation. 

Dog A. Weight 20 pounds. The uterine horns were 9 mm. in diameter. Two 
and three-tenths ¢.c. of the dye were injected. The temperature at this time was 
102.8°. Findings: The inoculated horn was 14 mm. in diameter. There were 
slight peritubal adhesions. 

Dog B. Weight 12 pounds. The uterine horns were 20 mm. in diameter. The 
animal delivered five days before. One and two-tenths ¢.c. of the dye were in- 
jected. The dog died eight days after operation. Findings: The inoculated 
horn was about 20 mm. in diameter, not reddened from inflammation, no peritonitis, 
no peritubal involvement. The cause of death could not be determined. 

Dog C. Weight 20 pounds. The uterine horns were 8 mm. in diameter. No 
treatment was given. The ‘temperature two days after operation was 102.4°. 
Findings: Both uterine horns were about 35 mm. in diameter, and full of pus. 

Experiment 21. The uterine horns were inoculated with a culture of streptococci. 


The temperatures were recorded 48, 96, and 144 hours after inoculation. 

Dog A. Weight 26 pounds. The uterine horns were 3 mm. in diameter. Two 
and six-tenths ¢«.«. of the dve were injected. The temperatures recorded were 105°, 
103.6°, and 103.6°. The animal developed distemper seventy-two hours after 
operation. The wall of the inoculated horn was slightly thinner than the one on 
the opposite side and contained some elear fluid. The horn was about 8 mm. in 
diameter. 

Dog B. Weight 21 pounds. The uterine horns were 5 mm. in diameter. Two 
and one-tenth ¢.c. of the dye were injected. The temperatures recorded were 103°, 
102.4°, and 101.4°. Findings: There were no gross changes in the horns. 

Dog C. Weight 24 pounds. The uterine horns were 5 mm. in diameter. No 
treatment was given. The temperatures recorded were 103°, 103.8°, and 104°. 
Findings: There was marked peritubal involvement, the horns were from 20 to 40 
mm. in diameter. 

Experiment 22. The uterine horns were inoculated with a culture of strepto- 
cocci. The temperatures were recorded 48, 72, and 144 hours after operation. 

Dog A. Weight 21 pounds. The uterine horns were 5 mm. in diameter. Two 
and one-tenth e¢.c. of the dye were injected. The temperatures recorded were 
103°, 101°, and 102°. Findings: There were no peritubal adhesions; the horns 
were slightly thickened. 

Dog B. Weight 22 pounds. The uterine horns were 3 mm. in diameter. Two 
and two-tenths ¢.c. of the dye were injected. The temperatures recorded were 103.8°, 
103°, and 103°. The animal had distemper from the third day after the operation 
until the end of the experiment. Findings: The uterine horns were practically the 
same size as be“ore the operation. There were no peritubal adhesions. 
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Dog C. Weight 25 pounds. The uterine horns were about 3 mm. in diameter, 
No treatment was given. The temperatures recorded were 103.2°, 102.8°, and 
103.2°. Findings: The inoculated horn was 20 mm. in diameter. There were 
many firm peritubal adhesions. 

In Experiment 15 the results were considered as questionable because 
in one of the treated animals there were marked peritubal adhesions, 
and an increase in the size of the horns, although there was no puru- 
lent material in them. This animal had some intestinal disturbance 
from the time of the operation until death from an intestinal hemor- 
rhage. In the other treated animal there was practically no change 
except the thickening of the mucous membrane, whereas in the econ- 
trol the horns had increased in size and contained pus with viable or- 
ganisms. In Experiment 17, the control animal had a profuse foul dis- 
charge and was much sicker than the treated animals. The wall of the 
uterine horn in this animal was much thicker than in the treated ani- 
mals, and it is possible that it did not become distended because of 
the free drainage through the vagina. In Dog C in this, Experiment 
17, the culture was injected into the amniotie sac. It is possible that 
the dye is not eliminated into the amniotie fluid in sufficient concen- 
tration to be effective. In Experiment 18 the horns of one of the 
treated animals became twisted upon itself and apparently the result- 
ing congestion was the cause of the enlargement of the horns rather 
than the infection. The other treated animal in this experiment showed 
very little change. The cause for the failure in Experiment 14 could 
not be explained. 

Cultures were made after the removal of the uteri in Experiments 
13, 14, 15, 19, and 21. In all these, the untreated animals had viable 
organisms. The material from the horns of both the treated animals 
in Experiments 13, 19, and 21 and from Dog C in Experiment 15 pro- 
dueed no growth on glucose agar broth. <A culture was not made from 
Dog B in Experiment 15 because the animal was found dead. In Ex- 
periment 18 there was no free fluid in the horns of the treated animal 
so no culture was made. In Experiment 14 neither control nor treated 
uterine horns were sterile. It was not determined whether or not the 
viable organisms recovered from the treated animals retained their 
virulence. 

The temperature records show that the average temperature of the 
treated animals was definitely lower after treatment than that of the 
control animals at a corresponding time after inoculation. The aver- 
age temperature of the treated animals at the time of treatment, i.e., 
forty-eight hours after inoculation, was 103.8°, whereas the average 
for the untreated animals at the same time was 103.1°. Seventy-two 
hours after inoculation the average temperature of the treated animals 
was 102.5°, while that of the untreated animals was 104.2°. In other 
words, the temperature of the treated animals dropped 1.3° while the 
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temperature of the untreated animals increased 1.1°. The effeet of 
treatment on the average temperatures is equally noticeable at the end 
of one hundred and forty-four hours at which time the treated animals 
averaged 101.2°, while the untreated averaged 103.2°. The tempera- 
ture in all the treated animals except Dog C in Experiment 16 dropped 
by lysis. 

The results in this series show that the dye is effective in the ma- 
jority of cases even when it is injected forty-eight hours after inocula- 
tion, but not as effective as when it is injected simultaneously with or 
twenty-four hours after inoculation. 

The only objective effect of the dye on the dogs was an increase in 
the depth of the respiration at the time of the injection. In one ease 
in which the dye was injected as rapidly as possible salivation resulted. 


DISCUSSION 


The conditions under which these experiments were conducted ap- 
proximate those met with in practice, in that the organisms were 
introduced after some trauma to the uterine horns, which would more 
than equal the handling during operation, and the accidental implan- 
tation of organisms by the spreading of infection from the cervix, and 
in that treatment was introduced after general symptoms of infection 
appeared. It differs from actual conditions, in that the number of 
organisms introduced was probably greater than would oceur under 
ordinary circumstances. In so far as Judging results of treatment are 
concerned, these experiments have the advantage of being controlled. 
The animals in each experiment were in practically the same condi- 
tion before operation, and were inoculated with the same organism. 
The changes in the time of instituting treatment in each series enabled 
us to ascertain how long after inoculation treatment would be effee- 
tive. The results demonstrate the value of the dye as a prophylactic 
and in the treatment up to forty-eight hours after inoculation. The 
photographs show more clearly than the protocols the beneficial effect 
of the treatment. In the specimens illustrated the control and the 
treated uteri were practically the same size in all dimensions before 
inoculation. Definite differences occurred in almost every experiment. 
A striking effect of treatment which could not be shown in pictures 
was the absence or the seantiness of peritubal adhesions in the treated 
as compared with the control animals. 

The question naturally arises, has any change taken place in the 
uterine horns at the end of forty-eight hours after inoculation? This 
can be answered in the affirmative. The increase in temperature indi- 
cates that a general reaction has taken place within twenty-four hours. 
The deep red color and the swelling of the mucous membrane of sev- 
eral uteri examined within twenty-four hours after inoculation show 
that a marked local reaction has taken place. At the end of forty- 
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eight hours there is a definite swelling of all the layers of the uterine 
horns. 

Since we feel that the action of acriflavine in these eases is depend- 
ent upon the elimination of the dye from the blood stream by the 
venital mucosa, we would not anticipate any beneficial results if treat- 
ment were instituted after the entire mucous membrane was destroyed, 
To get the best results, therefore, the dye should be used early in the 
disease. The results of these experiments and the reported favorable 
clinieal results of Boek,** Bohland,?? Cramer,’ and of Ileptner*! show 
the value of early treatment. However, if the dye works as Stephan® 
claims, we may expect some favorable results even after the destrue- 
tion of the mucous membrane as a result of the stimulation of the de- 
fense mechanism of the reticulo-endothelial system by the dye. 

Although a comparison of the temperatures of the treated and the 
untreated animals shows that the administration of the dye definitely 
lowers the temperature, a critical drop was noted only in one instance. 
The best results were obtained where the temperature fell by lysis. 
This is interesting beeause elinically the idea seems to prevail that an 
antiseptic dye in order to be effective must cause a critical drop in 
temperature. The value of aeriflavine has been questioned by U. 
Franke*® and others beeause the administration of the dye did not 
cause a eritical fall in temperature. The results in these experiments 
indieate that very beneficial effects may be obtained without a sudden 
fall in temperature. 

SUMMARY 


The results show that the intravenous injection of an appropriate dose 
of aeriflavine has a definite beneficial effect on the course of the ex- 
perimentally infected uterus of the dog. The earlier the dye is in- 
jected the more definite the effect. In some instances sterile cultures 
of the inoculated or infected uterine horn are obtained after aeri- 
flavine therapy. The beneficial effect of the acriflavine on the course 
of the uterine infection is also shown by a return to normal in body 
temperature by lysis. On the basis of these results it is believed that 
intravenous acriflavine in appropriate dosage is worthy of being tried 
in early uterine infections. 

I desire to express my thanks to Dr, A. C. Ivy for his cooperation and assistance 
in this work. 
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SIGNIFICANT PROBLEMS FOR THE OBSTETRICIAN IN THE 
FIELD OF MAMMARY CANCER* 


By Burton J. Ler, M.D., New York, N. Y. 


LINICAL experience in the Breast Service at the Memorial Hos- 

pital of New York has directed our attention to several problems 
which appear as important in obstetric as in surgical practice. Some 
are concerned with the etiology and diagnosis of mammary diseases, 
while others bear upon methods of treatment to be employed. 

The apparent similarity in the physiology of the breast and endo- 
metrium has been brought out by H. C. Taylor, Jr. He believes that 
there is a close analogy between the cause of diffuse breast hyperplasia 
and glandular hyperplasia of the endometrium. It is known that 
fibroadenomas and chronie mastitis are found usually in the years of 
ovarian activity. Doctor C. Jeff Miller, of New Orleans, recently re- 
ported the association of gynecological lesions with painful benign 
conditions of the breast. Doctor Taylor has made a elinical study of 
nearly three hundred women with mammary lesions, special attention 
being directed to the histology of lactation deficieney, menstrual dis- 
turbance, and the existence of certain gynecologic pathologie econdi- 
tions. The results indicated that the ovarian funetions probably play 
some part in the produetion of benign mammary neoplasms. Several 
patients have appeared at the eclinie with aggravated symptoms of 
chronic mastitis and considerable ovarian dysfunction. They have 
been completely relieved of their breast symptoms following irradia- 
tion of one or both ovaries. Cases seleeted for this purpose were 
usually those approaching the menopause. The treatment of addi- 
tional cases will add to clinieal experience in this group and may 
permit some interesting conclusions. 


esen tead (by invitation) at a meeting of the New York Obstetrical Society, May 13, 
930. 
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The relation of breast cancer to the ovary was recognized by Beatson in the 
beginning of the century, improvement being noted in cases of human breast eancer 
following bilateral oophorectomy. 


This relationship has also been recognized jy 
mice. 


In a tumor-bearing strain of these animals the incidence of mammary eancer 
can be lowered if oophorectomy is done early. Moreover, breast cancer can be 
produced by ovarian implantation in male mice in which cancer never oceurs, 
Doctor Taylor believes that a constitutional or endocrine basis for mammary cancer 
may be considered a reasonable hypothesis upon which to base additional clinical 
research. 

Adair and Bagg, some years ago, were led to believe that interference with 
breast drainage may have an important bearing upon the development of cancer 
of the breast. Although Bagg has never committed himself to the principle that 
stagnation alone was the sole cause of cancer, he has found evidence of stagnation 
in the form of milk cysts associated with carcinoma in mice. He has noted these 
eysts before the advent of cancer, and then has seen true carcinoma appear adjacent 


Fig. 1.—Primary inoperable carcinoma of the left breast. inflammatory in a young 
woman, aged thirty-five. Later extension to right breast. Death from pulmonary and 
bony metastases. Total duration one year and three months. 


to and surrounding these small ducts. Loeb demonstrated that the prevention of 
mating in mice lowered the incidence of mammary cancer. Bagg has found that 
when mice are bred early and when the ovarian function is stimulated by repeated 
pregnancies, the incidence of cancer of the breast increases. Bragg did a large amount 
of experimental work. He tied off the ducts in the mammary glands of mice, and 
following this procedure carcinoma of the breast developed. Adair surveyed a large 
number of cases of mammary cancer and concluded that in many instances inter- 
ruption of normal lactation was a factor in the later development of cancer. Car- 
cinoma was found often in many segments of the breast where caking had previously 
occurred during lactation. He concluded that interruption of normal lactation and 
interference with drainage along the duct system might serve as carcinogenetic 
factors. 


This work of Adair and Bagg raises a question of extreme impor- 
tance to the obstetrician—Is early cessation of nursing concerned in 
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the production of breast carcinoma? This society might well conduct 
a s.udy of patients delivered by its members, following up individuals 
over a long period of years to the age of fifty-five or sixty. Patients 
might be divided into two groups: those who had had no artificial in- 
terference with normal lactation and those in whom interruption had 
been produced. Such a survey covering a large series of patients 
would add valuable data upon this subject. 

Pregnancy associated with eancer of the breast furnishes a clinical 
problem of interest to both obstetrician and surgeon. When preg- 
naney accompanies mammary cancer, the outlook for the patient is 
bad. A recent contribution in which I reported 306 patients with 
mammary cancer, forty years of age or under, revealed that in 11 in- 
stanees pregnancy complicated the carcinoma of the breast. Three of 


Fig. 2.—Recurrent inoperable carcinoma, inflammatory type, bilateral. Patient 
operated upon elsewhere. The case illustrates the futility of surgery in these cases, 
Death caused by pulmonary metastasis. 


the patients fell into the primary inoperable group, the disease being 
far advanced when they presented themselves at the clinic. In one the 
disedise ran an extremely rapid course, the woman dying two and a 
half months after the beginning of symptoms. Another patient who 
‘ame to us with a reeurrence which had appeared immediately after 
radical amputation, succumbed a few months later. Seven of the 
patients were in the primary operable group and received radical 
mastectomy with pre- and postoperative irradiation. One survived 
more than three years. This patient, thirty-six years of age, was two 
months pregnant when she consulted me concerning a small tumor in 
the breast and a palpable node in the axilla. Radical mastectomy and 
therapeutic abortion were performed at one sitting and postoperative 
irradiation with high voltage roentgen ray followed. She died five 
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years and ten months after operation. The next longest survivor was 
thirty years of age, three months pregnant at the time of her admis. 
sion. Therapeutic abortion was immediately performed, and one 
month later a radical mastectomy was done. She died two years and 
nine months following the operation, postoperative irradiation with 
high voltage roentgen ray having been employed. Immediate thera- 
peutie abortion should be done with such a clinical setting. When the 
condition of the patient permits, radical mastectomy should be per- 
formed at the same time; if not, as soon after as is feasible. Such 
patients should be advised against further impregnation if they are 


Fig. 3.—Inflammatory carcinoma of the breast showing lymphatics of the derma 
filled with tumor cells. Section shows lymphocytic infiltration. The edema is due 
to lymph stasis. 


unwilling to submit to an immediate sterilization of the ovaries by 
high voltage roentgen ray. 


Cooperation between the obstetrician and the surgeon is essential 
in the management of these patients. Disaster may result when it is 
lacking, as the following ease illustrates. 


A patient, thirty-two years old, six months pregnant, consulted me about a 
small tumor of the breast and a questionable node in the axilla. Although we 
strongly advised immediate therapeutic abortion, the obstetrician, desiring a viable 
child, demurred. Following the childbirth, the patient rejected radical mastectomy 
for ten months. During the interim the disease had advanced rapidly in spite of the 
employment of heavy external irradiation with radium and roentgen rays. She lived 
one year and ten months following radical amputation. 
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Postpartum lactation was coexistent with mammary cancer in 14 
patients in the series of 306 cases previously quoted. The end-results 
in these 14 patients showed that this condition added as much hazard 
as when pregnancy existed. 

Another subject of practical interest to the obstetrician is inflam- 
matory carcinoma of the breast. This condition is often seen in young 
women and may appear during lactation. The diagnosis may be ex- 
tremely difficult. Physical examination reveals a swollen breast which 
is red, hot, and tender, strongly suggesting the presence of a mammary 
abscess. Regional nodes are involved early in the course of the disease. 
Examination may fail to reveal a well-defined tumor in the breast. 
Temperature beneath the affected breast may register 1.5° F. above 


« 


Fig. 4.—Papillary adenocarcinoma of the breast of a female mouse that was not 
bred until four months of age. Ten consecutive litters, fifty-one young. Only the 
first litter was allowed to nurse. Age at tumor incidence thirteen months. 
that on the normal side. The differentiation from abscess can usually 
be made for no one tender area may be discovered by palpation. If 
the diagnosis is doubtful, the best method of treatment is to apply 
adequate external irradiation over the breast, cross-firing in two diree- 
tions, and the regional nodes should also be irradiated. A marked 
regression in the tumor and nodes usually occurs within from ten days 
to two weeks, if the lesion is an inflammatory carcinoma, for this type 
of cancer is often radiosensitive. Localization will appear in one por- 
tion of the gland if an abscess of the breast is present. Inflammatory 
carcinoma occurred 16 times in the series of 306 cases already quoted, 
an incidence of 5 per cent. I have made this error in diagnosis three 
times, the true character of the lesion being revealed in each instance 
following heavy external irradiation over the breast. Radical surgery 
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in the treatment of inflammatory carcinoma yields only disastrous re- 
sults. These patients will survive longer with less discomfort if they 
are treated entirely by irradiation methods. One patient has survived 
the eight-year period with a clinical diagnosis of inflammatory ear. 
cinoma confirmed by four surgeons at the hospital. No biopsy was 
made in this case, therefore histologic verification is lacking. Another 
patient treated by external combined with interstitial irradiation has 
lived three and a half vears and at present is without active evidence 
of disease. 

The occurrence of carcinoma of the female genital organs associated 
with cancer of the breast presents an interesting clinical problem. 
Primary cancer of the female genital organs occurred 11 times in a 


Fig. ».—Solid cellular adenocarcinoma of the breast of a female mouse following liga- 
tion of the mammary ducts. Age at tumor incidence six and a half months. 


series of 1827 patients with carcinoma of the breast, an incidence of 
0.6 per cent. Therefore, one may expect to find a malignant neoplastic 
lesion of the female genital organs in every two hundred eases of mam- 
mary eaneer. The following figures were obtained from the service of 
Doctor Healy at the Memorial Hospital, through whose courtesy we 
are permitted to quote them. Primary carcinoma of the breast oe- 
curred 11 times in a group of 1850 cases of cancer of the female genital 
organs, an incidence of 0.6 per cent. Similarly a complicating ecar- 
cinoma of the mammary gland will be found in every two hundred 
eases of cancer of the female genital organs. Having found a cancer 
in either the breast or the female genital organs, one should bear in 
mind the possibility of a coexistent carcinoma elsewhere. One patient, 
fifty-five years of age, admitted to the breast eclinie in a primary in- 
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operable phase of the disease, was sent to the hospital by a general 
practitioner. Although she also had a well-developed carcinoma of 
the cervix, but yet favorable for treatment, this lesion had been missed 
entirely by the physician referring her. A complete physical survey 
of the patient revealed the neoplasm of the cervix which received ap- 
propriate treatment by irradiation. Of the 11 patients showing neo- 
plastic lesions of the female genital organs, 5 involved the cervix, 4 
the corpus uteri, 1 the vulva, and 1 the ovary. Cancer in one portion 
of the body in no wise excludes the possibility of a primary cancer in 
another organ. The obstetrician or the gynecologist must therefore 
remember that although he has assigned himself a special field, he 
should not exclude from consideration lesions occurring elsewhere, 
especially those of the mammary glands. 
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Hamant, A.: Facial Paralysis in a Newborn Following Spontaneous Delivery. 
Bull. Soe. d’obst. et de gynée. 1: 94, 1928. 


The fourth child of a woman who had previously given birth to three normal 
children without any complications, was born spontaneously after twenty-one hours 
of labor. Examination of the child showed a facial paralysis of the peripheral type 
on the right side and a large eaput succedaneum on the left side of the occiput. 
During the last twenty years, only two similar cases have been observed at the 
Nancy Maternity. 

J. P. GREENHILL. 


De Vel.: Traumatic Necrosis of the Subcutaneous Fat of the Newborn Infant. 
Am. J. Dis. Child. 37: 1121, 1929. 


The condition is often confused with selerema neonatorum, scleroderma 
neonatorum, and other skin conditions which are not at all related to traumatic 
necrosis and have different clinical and pathologic pictures. 

The traumatic etiology of the fat necrosis is substantiated by the following facts: 
large size of the infant; difficulty of labor; narrow pelvic measurements; applica- 
tion of forceps; presence of other evidence of obstetric trauma and localization of 
lesions on more exposed surfaces. These were present in nearly all reported cases. 

A ease is reported in detail, clinically and pathologically. 

The lesions appear toward the end of the first and beginning of the second 
week, remain stationary for weeks or months and then retrogress, leaving no trace. 
Prognosis is good. 

S. E. PESETKE. 


THE METHOD OF DELIVERY AND END-RESULT OF TWo 
HUNDRED TWELVE CASES OF OCCIPUT 
POSTERIOR POSITION* 


By Norris W. Vaux, M.D., penta, Pa. 


N PRESENTING a statistical paper, an apology should accompany 

the presentation, although it is impossible to formulate and show 
clearly the results obtained in certain obstetrie procedures without 
resorting to this procedure. 

Occiput posterior position is a complication of labor about which a 
gvreat deal has been written. The literature regarding the posterior 
positions in pregnancy and labor is confused by masses of statisties 
and methods of delivery. 

My reason for presenting this paper is to show the frequency of 
occiput posterior position complicating labor and its mechanism, and 
to set forth in as concise a manner as possible, the cases of this type 
which occurred in my obstetrie service in the Philadelphia Lying-in 
Hospital over a period of thirty months from April 1, 1927, to Sep- 
tember 30, 1929. There were 212 eases of occiput posterior position in 
1,268 deliveries, which is half of the hospital service. 

To elarify, if possible, my method of presentation, I shall group my 
material into seven parts, as follows: (A) the complications which 
occurred during previous pregnancies and the present gestation; (B) 
the difficulty in diagnosis of the presentation; (C) the course of labor 
and the morbidity associated with this condition; (D) the birth inju- 
ries resulting from delivery; (E) the obstetrie operations necessary 
for delivery; (F) the maternal mortality, infant death and (G) the 
course of puerperal convalescence and subsequent pregnancies. 

Puerperal mortality and morbidity occupy a very prominent place 
in obstetric literature. Puerperal mortality has not shown any marked 
improvement in the past twenty-five years. I agree with Adair ‘‘that 
the solving of the problem of maternal mortality does not lie with any 
one group or method of treating pregnancy, labor, and the puerperal 
state,’’ but that the improvement in maternal statistics must lie with 
those who cooperate in the study and teaching of obstetric subjects in 
large maternity hospitals. That in this way the best ultimate solution 
ean be attained and the best results secured for mother and infant. 
He further states ‘‘that new facts and methods should be continuously 
sought, and when established, generally known and applied.’’ I ean- 
not agree with some of my colleagues that maternal and fetal mor- 


*Read at the Fifty-fifth Annual Meeting of the American Gynecological Society, 
held at Hot Springs, Va., May 19 to 21, 1930. 


782 


VAUX: OCCIPUT POSTERIOR POSITION 783 


tality ean be improved upon only by allowing Nature to take its 
course, or that time and watchful waiting are the best obstetricians. 
My experience has taught me that after we have completed our ante- 
natal study of each case, we should be able before the individual comes 
to labor, to determine in the majority of instances, the complications 
which we are about to face and what abnormalities will probably 
arise during labor, and to be ready to meet such conditions before 
serious and dangerous results for mother and infant are upon us. It 
is with this in mind that I present the result of 212 cases of posterior 
position and delivery. Incidentally this abnormality of position and 
the involved mechanism is one of the most misunderstood and badly 
handled complications in labor. 

In collecting the material for this paper, the histories have been 
gone into most fully and the complications existing during previous 
labors and this pregnancy were closely investigated. The diagnosis of 
occiput posterior position was made 212 times or 16.7 per cent of the 
total 1,268 cases on my service. We attempted to make the diagnosis 
in the early part of the first stage of labor. Palpation, auscultation, 
x-ray and vaginal examination were relied upon chiefly to determine 
the existing presentation. This diagnosis was not left to the intern 
or house officer alone, but verified by one of the Junior Staff or my- 
self. We admit quite frankly that our diagnosis was occasionally 
incorrect, the chief mistake being that of designating a ease as an 
anterior position which later proved to be a posterior type, and the 
reverse was also true. 

The complications which occurred during pregnaney, taken from 
the histories, and which were most pronounced during the antenatal 
state were: 

Excessive nausea and vomiting in the early months occurred 16 
times or 7.5 per cent of the whole number. Pernicious vomiting or 
hyperemesis gravidarum, occurred only once. Preeclamptie toxemia, 
5 times or 2.3 per cent in the entire series. Tuberculosis of the inecipi- 
ent type developed during pregnaney in three eases. <A total of 11.67 
per cent of the 212 eases had their pregnaney seriously confplicated 
before the onset of labor. 

Premature labor occurred in this series 15 times, or 7.2 per cent of 
the 212 eases, which accounts in all probability for the large number 
of premature children, and necessarily increasing the percentage of 
stillbirths and babies dying after delivery. Of the 212 eases, pelvie 
measurements proved that 74 per cent had a definitely contracted 
pelvis, the external conjugate being less than 20 em.; the true conju- 
gate, 10 em. or under. 

The diagnosis before delivery of left occiput posterior position was 
made 118 times, which incidentally is a much higher percentage than 
appears in textbooks and statistics on the subject. 
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DeLee quotes from Carl Braun, that left occiput posterior position occurs | 
per cent of the times as against 9.3 per cent in th's series; from Edgar, Lop. 
position occurs 3 per cent of the times as against 9.3 per cent; from Williams 
6,877 cases, L.O.P. position occurs 9.1 per cent of the times as against 9.3 par cent: 
Williams quotes Dubois, whose series comprised 1,913 cases, L.O.P. position occurs 
in 0.63 per cent of cases, and Pinard (500 cases), L.O.P. position oceurs in 1] 
per cent as against 9.3 per cent in this series. 


In my serics, the right occiput posterior position occurred 94 times 
or 7.4 per cent, to which I eall your attention as being of much less 
frequency than is the rule. 


Hirst gives right occiput posterior position as occurring 30 per cent of the 
times. Edgar, 17 per cent. DeLee, 29 per cent. Williams, 11.6 per cent in the 
same series quotes Dubois, R.O.P. position occurs 25.6 per cent of the times, and 
Pinard, R.O.P. position occurs 38.8 per cent of the times. Other authors declare 
that the right occiput posterior position occurs as frequently as 25 per cent. 


In my series labor appeared at full term 188 times or 88.6 per cent 
of the 212 eases. Prolonged labor occurred less frequently in the pos- 
terior positions than in the anterior positions delivered on my service 
over the same period of time. This, in all probability, was brought 
about by what I consider to be timely interferences and a definite de- 
cision to terminate the labor at an elected point rather than allow the 
labor to be protracted and the patient and her infant approach the 
final act in a worn-out and exhausted condition. 

The labor was ushered in by the rupture of the membranes in 3 
instanees or 1.4 per cent of the cases of posterior position as against 
2.3 per cent of the 1,056 eases of anterior position. As is usually ac- 
cepted in the posterior position cases, the first stage of labor was much 
prolonged. Twenty-two or 10 per cent of this number continued for 
over twenty-four hours before the first stage of labor was completed, 
while the short precipitated labor of under two hours occurred with 
unusual infrequency, twice or .94 per cent. 

The posterior position occurred in almost half of these 212 women 
in their first full-term labor. It is interesting to note that as the 
parity *of the individual increased, the percentage of posterior posi- 
tions became much less frequent, which is contrary to the accepted 
rule that posterior positions oeceur less frequently in the primiparae, 
as the firm pelvic floor supposedly guides the most dependent portion 
of the vertex anteriorly. 

This series shows a more decided variation in the complications and in 
the gravidity and parturition than other authors have shown in their in- 
vestigations. Spontaneous labor oceurred 123 times or 58 per cent. 
Mid forceps were used 26 times or 12.2 per cent. Low forceps were 
used 25 times or 11.7 per cent. High foreeps were not used in this 
entire series, but forceps were used 51 times or an incidence of 23.9 
per cent of foreeps deliveries. Manual rotation of the head was 
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accomplished in 4 instances. Forceps on the after-coming head was 
done 30 times or 14.1 per cent. We have followed the rule laid down 
by Dr. Piper and myself, of using after-coming-head forceps on all 
ouabint eases and breech extractions occurring on our services. Ex- 
ternal version was accomplished twice, before the onset of labor and 
previous to the rupture of the membranes. Internal podalic version 
was done 30 times. Cesarean section, classical operation, using the 
low incision, was done in 7 instances or 3.2 per cent. 

The low cervical and vaginal operations of cesarean section were 
not used in this entire series, as the disproportion was considered suf- 
ficient to proceed with elective section prior to the onset of labor, the 
low Beek operation being reserved for previously handled, or poten- 
tially infected cases sent in to the service from outside sources, none 
of which occurred in this series of posterior position. 

Surgical induction of labor was resorted to 4 times or 1.8 per cent 
of the posterior positions. All of these 4 cases were border-line cesa- 
rean section pelves and surgical intervention by bougie and rectal 
tube was instituted within two weeks of the probable date of term. 
The method of delivery of this series was criticized most earefuily and 
with painstaking consultation and judgment. 

In the spontaneously delivered eases or 58 per cent of the total 212 
eases of posterior position, labor under two hours oceurred twice. In 
this same number, labor over twenty-four hours occurred 22 times or 
10.3 per cent of the total, giving the posterior positions an appreciably 
longer labor than the spontaneously delivered anterior positions in 
which labor over twenty-four hours occurred 76 times or 7.2 per cent 
of the total 1,056 cases. 

Although the L.O.P. positions were more frequent, 118 times as 
against 94 times in R.O.P., the labor was proportionately long in both 
the right and the left positions. 

Membranes ruptured before the onset of labor in 3 instances or 1.4 
per cent which necessarily added a serious complication. Elective 
version was not attempted in any case where the membranes had rup- 
tured before the onset of labor. 

Every effort was made to consetve the amniotic sac and keep it from 
rupturing until the first stage of labor was completed or until timely 
interference was considered necessary. 

Moderate postpartum hemorrhage of between 10 and 15 ounces oe- 
curred only 3 times or in 1.4 per cent. There were no severe postpar- 
tum hemorrhages of over 15 ounees and none which threatened life 
after delivery. There was no intrapartum hemorrhage listed in this 
series, and premature separation of the placenta did not occur in any 
of the 212 cases of posterior position. Uterine packing after delivery 
was not considered necessary in any of the deliveries. 
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In the delivery of this series, no interference was considered justi- 
fied until the cervix was completely dilated and effaced. The vertex 
was considered to be well engaged at the brim and usually in miq 
pelvis before any interference or operation was resorted to. Forceps 
were used 51 times or 25.9 per cent against 125 spontaneous labors oy 
58 per cent. These foreeps deliveries were performed on all cases 
where the first stage of labor had been completed for over two hours. 
where the occiput remained in a posterior position, where spontane- 
ous anterior rotation did not occur, and where the spontaneous labor 
mechanism was arrested. 

Axis-traction instruments were used in but few instances. DeWees. 
Tucker-McLane, and Dr. Piper’s new axis-traction forceps proved 
highly satisfactory. The Scanzoni maneuver was used in all the pos- 
terior forceps cases after the head had been well drawn down to the 
pelvie floor. The Tucker-MceLane forceps and Dr. Piper's axis-traction 
foreeps were highly satisfactory in accoinplishing this maneuver. Pre- 
vious to this series, many other forceps were used with the idea in 
view of finding the most satisfactory instrument for delivery by for- 
ceps of these posterior cases. Among the instruments used were the 
Barton, the Kielland, the DeWees, the Simpson, and many others. All 
but the three previously stated proved to be less satisfactory in ob- 
taining the results desired, and they were discarded chiefly on account 
of the oceasional difficulty met with in their application and unsatis- 
factory results accomplished by us with them. 

Against the forceps delivery of 51 times or 23.9 per cent, internal 
podalie version was done 30 times or in 14.1 per cent. In all but three 
instances, version was done with unruptured membranes, fully dilated 
and effaced cervix. 

In these three other instances of version the membranes had rup- 
tured shortly before version was attempted, but the entire amniotic 
fluid had not drained away and there was a sufficient amount of liquor 
remaining in the sae to make the version accomplished easily. 

There were 105 male and 108 female infants, including one set of 
twins. Local congenital deformities occurred 4+ times; 1 baby had 
spina bifida, 1 had elubfeet, 1 had-a double harelip and cleft palate, 
and 1 had a moderate hydrocephalus. 

Intracranial hemorrhage gave clinical symptoms in 2 eases, which 
were proved by obtaining bloody fluid by spinal and eysterna pontine 
puncture, with prompt relief of the symptoms. 

There were 8 infant deaths after delivery, or 3.7 per cent, and 9d 
stillbirths, or 2.3 per cent. The causes of stillbirth were: One R.O.P. 
position was premature 6144 months, spontaneously delivered. One 
R.O.P. and 1 L.0.P. position had congenital syphilis, spontaneously 
delivered. One L.O.P. position with spina bifida. One stillbirth, alive 
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before delivery, was delivered by version. It was a moderate hydro- 
eephalie child. The after-coming head delivered with difficulty as the 
child was large, overdue two weeks from her estimated date of con- 
fnement, and weighed 10 pounds 101% ounces. 

Causes of baby deaths after delivery, of which there were 8, were as 
follows: 2 R.O.P. positions spontaneously delivered, premature 614 
months. One died on the second day and one on the seventh day. One 
child weighed 3 pounds 15 ounces and one weighed 3 pounds 4 ounces. 
One R.O.P. position. The death was caused by bullous impetigo, on 
the third day. Delivered by low foreeps. One R.O.P. and 1 L.0.P. 
position case had congenital syphilis. One was delivered by low for- 
ceps, and one by cesarean section. One R.O.P. position died on the 
fifth day. Delivered by low forceps. The autopsy showed the follow- 
ing: On the fifth day after delivery, a sudden rise in temperature 
and distention of the abdomen with rigidity and tenderness was noted. 
There was slight swelling of the face, slight patchy erythema of the 
eyes and left cheek, close to the location where the forcep blade had 
been applied. The blood culture which was obtained showed a bacil- 
lus proteus. There was slight bulging of the fontanelles. Spinal pune- 
ture showed many cells and bacteriologic findings were similar to 
those obtained from the blood culture, a bacillus proteus. Diagnosis 
was given of cerebral hemorrhage (birth trauma), omphalitis, gener- 
alized peritonitis (Bacillus proteus), septicemia (Bacillus proteus). 
brain abscess, acute purulent meningitis and cellulitis of face (Baeil- 
lus proteus), bronchial pneumonia, acute pericarditis (Bacillus pro- 
teus). 

There was 1 maternal death, a primipara, unmarried woman, who 
was brought into the hospital in active labor, with a temperature of 
101° F. and a pulse of 130. She had had no prenatal care although 
she had had her tonsils removed two weeks before admission. The 
throat culture on admission was mixed growth, but numerous colonies 
of hemolytie streptococci were present. The blood culture taken be- 
fore delivery and the subsequent blood culture after delivery showed 
the presence of hemolytie streptococci. The patient ran a very high 
septic temperature and pulse, and died on the thirteenth day of hemo- 
lytie streptocoecie septicemia. Her ehild survived. 

The standard of morbidity was 100° F. twice in any twenty-four 
hours, not including the first twenty-four hours after delivery. The tem- 
perature was taken every four hours, night and day during the stay in 
the hospital. Of the 75 cases or 35.3 per cent which showed a morbidity : 
1 had bronchitis; 3 had infected perineums; 28 had sapremia; 3 had 
pyelitis; 1 had septicemia; 1 had grippe; 2 had breast abscess; 34 had 
engorgement of the breast; 1 had postoperative reaction following 
cesarean section, and 1 had eystitis. A patient was considered to be 
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sapremic when the lochial flow was scanty and odorous in type and in 
which no other evidence of abnormality could be found to cause the 
febrile reaction. 

The high percentage of morbidity under engorgement of the breasts 
occurred usually in the primiparae, during the physiologic engorge- 
ment of the breasts at the onset of lactation, from the second to the 
fourth day. 

Maternal birth canal injuries are of interest. Perineal lacerations 
(1°) oceurred 37 times or 17.4 per cent, in version 5 times, in foreeps 
4 times. The remaining 28 were in spontaneous deliveries. Perineal 
lacerations (2°) oceurred 44 times or 20.7 per cent, which ineludes 15 
episiotomies. In version, second degree lacerations occurred 9 times 
or 20.4 per cent, in forceps 18 times or 40.8 per cent, the remaining 17 
or 38.6 per cent oceurred in spontaneous deliveries. There were 9 
eases of complete laceration, or 4.2 per cent; 1 or 11.1 per cent in ver- 
sion, and 4 or 44.4 per cent in forceps, the remaining 4 or 44.4 per cent 
oecurred in spontaneous deliveries. Bilateral lacerations which caused 
sufficient hemorrhage to inspect the cervix, occurred 10 times or 4.7 
per cent. There were 3 in versions or 30 per cent; in forceps there 
was 1 or 10 per cent. 

In all operative procedures such as version and forceps deliveries, 
the routine cervical inspection was performed. Although the cervix 
was inspected in the version and operative deliveries, suturing of the 
cervix was not performed unless there was definite bleeding from 
the laceration, or unless the laceration was of sufficient magnitude to 
require suturing. 

Cervieal lacerations, bilateral, occurred 10 times or 4.7 per cent, 
version 3 times or 30 per cent, forceps once or 10 per cent. The re- 
maining 6 or 60 per cent occurred in spontaneous deliveries. Cervical 
lacerations on the right side, 7 times or 3.3 per cent, all in spontaneous 
deliveries. Cervical lacerations on the left side, once or 0.47 per cent, 
version 1, foreeps 0. Median episiotomy done 15 times, which is in- 
eluded in perineal lacerations (2 ), or 7.07 per cent, version once or 
6.6 per cent, forceps 12 times or 80 per cent. The remaining 2 or 13.3 
per cent were in spontaneous deliveries. 

The very significant part of this subject of maternal birth canal 
injuries shows that the lacerations of the perineum were much greater 
in the forceps than in the version eases. Lacerations of the perineum 
occurred in forceps cases 26 times or 28.8 per cent of the total number 
of lacerations, as against 15 times or 16.6 per cent in version. 

The cervical lacerations were in the reverse proportion in version 
to those of forceps. In forceps once or 5.5 per cent, in version 4 times 
or 22.2 per cent. 

The cervix was not inspected in all of the spontaneous labors. In 
each instance where perineal repair work was necessary, inspection of 
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the cervix was considered essential. Only those cervices with definite 
lacerations and from which there was bleeding were repaired by 
suture. 

In 51 foreeps deliveries of the posterior positions, 21 or 41.1 per 
cent showed a morbidity following delivery ; 12 or 46.1 per cent were 
mid forceps and 9 or 36 per cent were low forceps. Of the 185 for- 
ceps deliveries of the anterior positions, 55 or 29.7 per cent showed a 
morbidity following delivery ; 13 or 26 per cent were mid forceps and 
42 or 31.1 per cent were low forceps. 

Of the internal podalic version eases in posterior positions, of which 
there were 30, 6 or 20 per cent developed fever, giving a clear illus- 
tration of the lower maternal morbidity following version delivery. 
Of the internal podalie version eases in anterior positions, of which 
there were 38, 16 or 42.1 per cent were febrile. 

It is upon these statistics alone that I am led to believe that a timely 
internal podalie version, in posterior occiput positions, elective in type, 
is justified when the cervix is fully dilated and the membranes un- 
ruptured, in preference to watchful waiting or forceps delivery by 
Seanzoni maneuver under like conditions. The fetal death rate shows 
also that elective version under the specific indications given above, 
does not cause any material change in the death rate of newborns fol- 
lowing delivery. In fact it shows distinetly an advantage over spon- 
taneous and forceps deliveries. 

In this series there was only one fatal intracranial hemorrhage fol- 
lowing version, or 12.5 per cent, while in the forceps deliveries there 
were 4 or 50 per cent, or four times as many deaths after forceps de- 
livery in infants than in the elective cases of version in the oeciput 
posterior positions. 

Our attention was forcibly and strikingly focused on the fact that 
a large proportion of the spontaneous anterior and posterior position 
cases showed a vertex entering the pelvis with the sagittal suture in 
the transverse position of the pelvie inlet, in contradistinection to what 
has been previously accepted and taught, that the sagittal suture en- 
ters the pelvic inlet in vertex cases in one or the other oblique 
diameters; that in the posterior occiput positions, a large proportion 
occurred in women with their first labor; that timely internal podalie 
version, when the indications of unruptured membranes and dilated 
cervix exists, proved a much more satisfactory and safer way of deal- 
ing with the occiput posterior positions than did the method of re- 
sorting to forceps and rotation of the vertex for delivery. 

Notwithstanding the moderate increase in the lacerated cervices in 
the version cases, the mortality following the delivery of the child 
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and the morbidity in the mother gave us a clear-cut indication for the 
use of elective podalic version in posterior positions. 

The conclusions I would draw from this series of occiput posterior 
positions and delivery are: 

1. That prenatal care of the mother with regard to the toxemias and 
antenatal health of the individual, has so overshadowed some of the 
equally important conditions existing in these women that the sub- 
ject of pelvic abnormalities and positions prior to delivery have been 
ereatly neglected. 

2. The diagnosis of position should be made before labor onset if 
possible, and definitely established as early as possible after the onset 
of labor. 

3. That the primiparous patient with a moderately contracted pelvis 
should be looked upon before the onset of labor as resulting in the pos- 
sibility of a posterior position existing, with a difficult labor ahead. 

4. The aim of conserving the amniotie sac intact, and guarding more 
carefully the patient’s strength during the long first stage of labor in 
posterior position eases, is of paramount importance in whatever 
method of delivery is selected. 

d. That interference is not justified in posterior positions, until the 
cervix is fully dilated and effaced and until the fetal head is at or 
near midpelvis. 

6. That these views may be considered rather radical in nature, 
and the conservative obstetrician and general practitioner might eriti- 
cize the methods of elective delivery in posterior position cases. But 
my answer to the accusation of radicalism in obstetric abnormalities 
shown above, is that those thoroughly conversant and competent to 
handle obstetric difficulties, are really, and in justice to the individual, 
practicing conservatism when the end-results show conclusively that 
the radicalism of which | might be accused, is in reality a conservative 
method of meeting complications in delivery of occiput posterior 
position. 

2031 Locust STREET. 


(For discussion, see page 837.) 


THE ACTION OF THYMOPHYSIN ON THE HUMAN PREGNANT 
UTERUS IN SITU 


By M. Prerce Rucker, M.D., Ricumonp, Va. 


T IS extremély important that the obstetrician know the action of 

an oxytocie upon the human pregnant uterus in situ before he 
makes practical use of such a drug. Unfortunately such knowledge 
is not easily gained. Experiments in the laboratory with animals or 
with strips of human uterine muscle do not by any means hold good 
clinically. A noteworthy example of such discrepaney is afforded 
by epinephrin. In all animal experimental work except that upon 
rats and guinea pigs, the pregnant uterus has responded by motor 
effect to adrenalin. According to Gunn? the exeised human uterus 
contracts: more markedly and more promptly to epinephrin than it 
does to pituitary substance. Yet the intact pregnant human uterus 
has been shown to relax after adrenalin has been given hypodermi- 
eally.* 

Nor ean one trust entirely one’s own senses as to whether the uterus 
contracts and relaxes in a normal manner. When pituitary extract 
began to be used clinically it caused normal rhythmic contractions of 
the uterus. One could feel the contractions with the hand upon the 
abdominal wall. Yet what was really happening was an incomplete 
tetanus, i.e., contractions without complete relaxation in between. 
This I* was able to show graphically by connecting the stem of a 
Voorhees’ bag that was within the uterus to a mereury manometer. 
A float carrying a writing point indicated any change in the level of 
the mereury in the distal arm of the manometer, and consequently 
any change in intrauterine pressure. 

In a similar manner I have studied the behavior of the uterus after 
the intramuscular injection of thymophysin in four eases. 


CasE 1.—Mrs. N., aged twenty-five, para ii, L.O.P. Labor induced at term with 
a number 5 Voorhees’ bag. The patient was given \% gr. of morphine and Woo gr. 
of hyosecin before the bag was inserted, an@ log gr. of hyoscin one hour after- 
ward. The kymograph showed small regular uterine contractions lasting three- 
fourth minute with a pause of three or four minutes, beginning one hour after 
the bag was placed. A third hypodermic of oo gr. of hyoscin was given two and 
one-half hours after the bag was inserted and an hour later ™% e.ec. of thymophysin 
was given intramuscularly. There was no change in the frequeney or the dura- 
tion of the uterine contractions, but perhaps a slight inerease in the foree. 
Patient was one and one-half hours later given 1 ¢.c. of thymophysin but by this time 
the bag was out of the cervix and no record of the behavior of the uterus could 
be obtained. The patient was delivered by version under ether anesthesia. The 
baby, a boy, measured 4914 em. and weighed 3243 gm. The puerperium was un- 
eventful. 
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Case 2.—Mrs. M., aged thirty-nine. Patient had. had 3 children and no abor- 
tions. Labor was induced at the fifth month on account of a rising blood pressure 
and albuminuria. At 10:50 p.M., April 16, a rubber catheter was introduced 
through the cervix and the vagina was packed with gauze. The patient began 
having pains at 11 A.M., April 17. The catheter and packing were removed and a 
number 3 Voorhees’ bag was introduced. Patient was given 1 ¢.¢c. of thymophysin. 
Within three minutes a change was noted in the hysterogram. The uterus did not 
relax between contractions, and the contractions became more frequent but less 
forceful. Sixteen and one-half minutes elapsed before the former base line was 
reached between ‘‘pains.’’ After twenty minutes the contractions were com- 
parable to those before the thymophysin was given. Patient expelled the bag and 
two large clots at 9:30 a.M., April 18. After that she had no more pains. At 
3 p.m. the uterus was cleaned out with the finger. The puerperium was uneventful. 


Case 3.—Mrs. B., aged twenty-two, primigravida, had been having chills and 
pyuria for two weeks in spite of energetic medical treatment by her family 
physician. Labor was induced with a number 5 Voorhees’ bag thirteen days before 
the expected day for her confinement. When the contractions were well established 
and the cervix one-half dilated, 1 ¢.c. of thymophysin was given intramuscularly. 
Within three minutes there was a marked increase in uterine tone and an in- 
ereased frequency of the contractions. The individual contractions that were super- 
imposed upon the curve of tonie contraction were much less than the contractions 
before or afterward. The summits of these waves were a little lower than the peaks 
of the contractions before or afterward and their bases were more than one-fourth 
as high as the summits of the subsequent contractions. Stated in figures, the con- 
tractions before the thymophysin was averaged 45.2 mm. of Hg. The eleven con- 
tractions after the thymophysin averaged 32.8 mm. of Hg the highest being 62 and 
the lowest 10 mm. of Hg. The average height of the first 5 ecntractions after 
the curve had again reached the normal base line was 62.4 mm. of Hg. At the 
summit of the tonic curve the line between the waves of contractions was 16 mm. 
of Hg above the normal base line. This tonie state lasted twenty-four minutes. 

One hour and three quarters after the thymophysin was given the cervix was 
fully dilated, and the patient was delivered by version under ether anesthesia. 
The baby, a male, weighed 3494 gm. and measured 52 em. total length. The 
mother’s temperature was normal by the third day and both mother and baby 
left the hospital on the eighth day. 

CasE 4.—Mrs. C., aged thirty-five, para viii, entered the hospital in labor at 
2 A.M. Her pains, however, stopped soon after her admission to the hospital. At 
1:05 P.M., the cervix was thin and admitted 3 fingers. A number 5 Voorhees’ bag 
was inserted. Forty minutes later 1 ¢.c. of thymophysin was given intramuscularly. 
There was a response within three minutes (as shown in Fig. 3). When the bag 
was out of the cervix, it was deflated and removed and a version and extraction 
was done under ether anesthesia. The baby, a female, weighed 3473 gm. and 
measured 51 em. Puerperium was uneventful. 


COMMENT 


Four cases were studied as to the effect of the intramuscular injec- 
tion of thymophysin upon the pregnant human uterus in situ. In one 
vase at term there was apparently no change in type of uterine con- 
tractions or in the tone of the uterus after 1 ¢.c. of the drug. One 
case in the fifth month of pregnancy showed an increased frequency, 
a decreased force of contractions and an increase in the tone of the 
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at fifth month. 
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Fig. 2.—Hysterogram of patient in whom labor was induced 
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uterus between contractions after a dose of 1 ¢.c. In two eases at 
term, similar but more marked changes occurred after 1 ¢.¢. doses, 
It should be emphasized that where any response was elicited at all. 
it was that of an incomplete tetanus lasting from sixteen to twenty- 
four minutes. As in the ease with posterior pituitary extract, the 
response is prompt, oceurring within two or three minutes. In the 
premature case the response was even more prompt than in the ease 
with pituitary substance. 

Whether this is the only type of response of the human pregnant 
uterus must remain for some one more venturesome than I to deeide. 
The character of contractions that I found, is a dangerous one both 
for mother and child. When the uterus does not relax between con- 
tractions there must be serious interference with the circulation both 
in the uterine wall and in the placenta and consequently danger of 
rupture of the uterus and of asphyxiation of the fetus. 

Of course the great majority of cases escape such disasters. I need 
only to remind you that the oxytocie properties of ergot were first 
published in 1808° and as late as 1882, textbooks on obstetries recom- 
mended it to shorten and facilitate labor. Now everyone agrees that 
it is a dangerous drug to use before labor is completed. Pituitrin was 
introduced into obstetrie practice in 1909 and the first case of rup- 
ture of uterus following its use was not reported until 1913.° Temes- 
vary introduced thymophysin in 1925 and a ease of rupture of the 
uterus following its use has already been reported.’ 

To the student of the history of oxytocies there is a strange familiar- 
ity to the descriptions of each new drug. In 1835 it was said of ergot®: 
‘*In small quantities, it is a safe and valuable remedy, and has a spe- 
cific effect on the uterus, exciting gradual but powerful contractions 
of that organ when the natural parturient action is diminished or has 
entirely ceased. It does not produce permanent contraction, but 
merely renews the labor pains and augments their foree ... . (it) 
abridges human suffering which might continue hours and days un- 
alleviated; it supersedes the use of instruments in many eases; and it 
saves the attendant much anxiety and useless loss of time.’’ This was 
written about one hundred years ago. The same thing was written 
of pituitrin, many authors ealling it the ‘‘medicinal foreeps.’’ And 
the same thing is being written of thymophysin. Temesvary® ealls it 
‘*medicamental dilator.’’ He recommends 1 ¢.e. as the initial dose, to be 
repeated if the effect wears off before labor is completed. In excep- 
tional cases a third dose may be necessary. In the literature (sic) 
sent out by the firm marketing the preparation in this country, it is 
stated that it never causes tetanic contractions. Such statements can 
be easily disproved with a little laboratory equipment at the bedside, 
but I feel sure that it will take time and a number of disasters to con- 
vince the medical publie. 
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MepicaL ARTS BUILDING. 


AN ANALYSIS OF 50 CASES OF TOXEMIA OF PREGNANCY* 


By P. D’Acterno, M.D., Union City, N. J. 
(Attending Obstetrician, North Hudson Hospital) 


WHITRIDGE WILLIAMS’ states that 50 per cent of the preg- 
a nant women show evidence of toxemia, which he classifies as patho- 
logic. Of the 25,000 women who died annually during the last decade 
in the United States from childbirth, 5,000, or 20 per cent died as a 
result of the toxemias of pregnancy and of these, 3,000 from eclampsia. 
Still more appalling was the fetal mortality averaging about 30 per 
eent in eclampsia alone! Of late there has been a considerable decrease 
in the mortality rate of pregnaney, on account of prenatal treatment, 
but the figures of the mortality and morbidity for both mother and 
child are still such as to warrant further investigation of this baffling 
problem. 

The purpose of this paper is to analyze 50 consecutive eases of toxe- 
mias of pregnancy which oceurred in a series of 2,023 admissions at the 
North Hudson Hospital, from October, 1923, to March, 1930, in order 
to gather information which might shed some light upon the diagnosis 
and the management of such eases. 

Toxemias of pregnancy generally are understood to be those dis- 
orders coincident with gestation and probably caused by the accumula- 
tion, within the maternal blood, of toxins or poisonous substances, 
derived from the fetus or placenta and which are neither neutralized 
by the organs of metabolism (liver, reticuloendothelial system, thyroid, 
pancreas, ete.) nor eliminated by the emunetories (kidneys, intestines, 
skin, lungs, ete.). 

According to Polak,” the toxemias of pregnancy are not caused by any 
special toxin or toxins, either fetal or placental, but rather by the over- 


*Read before the North Hudson Physicians’ Society, May 26, 1930. 
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load suddenly placed on the maternal organism; consequently metg. 
bolic strains are set up in the mother to meet the demands of the fetus, 
and result in a disturbance of the metabolic balance, which in turn af. 
fects the hepatic and the renal function. Likewise Titus and his eo. 
workers®* * believe that toxemias are caused by carbohydrate deficiency, 
due to the unexpected demand of glycogen on the part of the fetus. 
On the other hand, Williams’ points out that the ‘‘ultimate cause of the 
late toxemias of pregnancy is due to the formation of some chemical 
substanee (toxin) which leads to a profound disturbance of metabolism. 
accompanied by certain organic lesions.’’ 


Although the underlying cause of such disorders may in the last 
analysis be one, which may have involved all the body-systems and 
organs, to such an extent as to justify some authors in calling the toxe- 
mia ‘‘histopathia gravidarum’’ (Barlocco,’ Zondek and Franz’), yet 
for purposes of clinical study, we speak of toxemias or toxicoses, ‘‘Ges- 
tosen’’ of Freund. 


There is still great divergence among obstetricians in regard to a 
proper classification of the toxemias, and this is explained on the grounds 
that it is not always possible to arrive at the correct diagnosis at the 
bedside. As a matter of fact, it is sometimes necessary to observe the 
further course of the puerperium, and there are some cases in which only 
a postmortem would enable us to discover the fundamental nature of 
these disorders. Though in a few cases we have met with syndromes 
formed by the combination of two or more clinical entities, however, 
we have adopted the following classification, proposed by Stander,’ 
because in the large majority of cases, it has been fully justified by the 
symptoms as well as the laboratory findings: 


Eclampsia. 

II. Preeclampsia. 

Ill. Low Reserve Kidney. 

IV. Chronic Nephritis Complicating Pregnancy. 
V. Hyperemesis Gravidarum. 


As no eases of acute yellow atrophy of the liver, or impetigo herpeti- 
formis (Hebra) have occurred among the 50 cases, they need simply 
to be mentioned here. 


GROUP I: ECLAMPSIA 


This consisted of 21 cases, or 42 per cent of the sum total of the series. The 
average age incidence was twenty-seven years; there were 13 primiparae, or 62 
per cent, and 8 multiparae, or 38 per cent (see Fig. 1); the average number of 
pregnancies was 2.4, and the period of gestation eight months. In the previous 
histories, influenza, fibroids, and manic-depressive psychoses were noted in 2 cases 
each; in 3 eases there was a concomitant pyelitis. The following symptoms and 
signs were present in the order named: hypertension, albuminuria, convulsions, and 
coma each 100 per cent; headaches of sudden onset, 52.3 per cent; edema, 33.8 
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per cent; blurred vision, 19 per cent; dizziness, nausea and vomiting, 14.2 per cent; 
constipation, 9.5 per eent; epigastralgia, polyuria, nocturia, cyanosis, dead fetus, 
each 4.7 per cent. The average blood pressure was 183/116. The convulsions were 
of four types: intrapartum in 9 eases, antepartum in 7, postpartum in 3, and 
mixed in 2. Albuminuria was found in all cases, with an average of 25 per cent; 
easts, either hyaline or granular, were present in 24 of the cases. The blood 
chemistry, which was taken in over 50 per cent of the cases, disclosed the following: 
blood sugar, average 100 mg.; nonprotein nitrogen, 29.9; creatinine, 1.67; uric 
acid, 2.8; the carbon dioxide combining power was somewhat higher than normal, 
and the urine was normal in 6 eases; in 13 eases, albuminuria was still present with 
an average of 1 per cent. 

As to the treatment, 10 cases were spontaneous deliveries, 4 were induced, and 
7 required obstetrical intervention; of the latter 4 were delivered by low forceps, 
1 by midforeeps, and 2 by vaginal hysterotomy (Diihrssen). Of the 21 patients, 
18 or 85.7 per cent were cured, 2 or 9.5 per cent improved, and 1 or 4.8 per cent 
died; the cause of this single death was pulmonary edema complicating fulminating 
eclampsia. In regard to the infants, 16 or 72.8 per cent were born alive, while 6 

97 


out of 22, or 27.2 per cent died (this includes a pair of twins, one of whom ex- 
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Fig. 1.—Incidence of primi- and multiparity. 


pired shortly after delivery); this rather high mortality may be explained on the 
basis of prematurity associated with toxemia, and of asphyxia resulting from ac- 
cumulation of carbon dioxide in the blood of the mother, and in some instances 
by obstruction of the fetal circulation by placental infarcts. Although the per- 
centage of the operative cases may appear somewhat high, it is to be noted that in 
the vast majority of cases a special hygienic, dietetic, and symptomatic treatment 
was given to each individual patient on admission, and only when such treatment 
failed to effect improvement, was obstetrical interference resorted to. The average 
postpartum stay in the hospital was 13.5 days. 

The principal measures used in general have been the following: a low protein, 
salt-free diet; morphine hypodermically and chloral hydrate and bromides per 
rectum; chloroform, as advocated by Stroganoff,® has never been used; the patient 
placed in a darkened room, away from noises and visitors; high hot alkaline colonic 
irrigations once a day, and magnesium sulphate, as advocated by Lazard and his 
associates!9,11 used intravenously; in rarer instances magnesium sulphate was 
administered by means of a Faucher tube after gastric lavage. In one case 
phlebotomy, after the method of Lichenstein!2 and Beck,13 was used, with recovery 
of the patient. In order to aid elimination, water has been administered freely by 
mouth, unless the patient was in coma, when from 300 to 500 ¢.c. of a 10 per cent 
glucose solution was given intravenously. 
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GROUP II: PREECLAMPSIA 
In this group were 8 or 16 per cent of the series; the average age incidence was 
thirty-one and one-half vears; there were 3 primiparae, and 5 multiparae; the 
average number of pregnancies were 5; all the eases occurred in the third trimester, 
the average being eight and one-half months. In the previous history diphtheria, 
nephritis, influenza and adherent placenta were noted. The following symptoms 
were met with: hypertension and albuminuria, 100 per cent; edema and blurred 
vision, 75 per cent; headaches, 624% per cent; dizziness, 50 per cent; albuminurie 
retinitis, 3714 per cent; constipation, 25 per cent. The average blood pressure was 


183/116. Albumin was found to average 16.3 per cent; 5 eases out of 8 showe 
] wed 


casts. Blood chemistry: average blood sugar, 88.1 mg.; creatinine, 1.78; uric 
acid, 2.5; nonprotein nitrogen, 32.5; carbon dioxide, 27 per cent. 


On discharge 
blood pressure was slightly above normal, and urine was normal in 5 or 62% per 
cent of the cases, with only traces of albumin in the remaining 3, or 37% per cent 
cf the cases. Treatment: 50 per cent of the cases had spontaneous delivery and 50 
per cent had obstetrical interference: in one case version and extraction, in a second 
induction of labor with Voorhees’ bags, followed by forceps extraction, the third 
induction by Krause’s method and extraction by forceps, and the fourth, induction 
with intranasal application of pituitrin (Hofbauer!4) followed by thymophysin 
according to the method of Temesvary.!5 This method seems to be ideal especially 
in multiparae, in the absence of conditions obstructing labor. Outcome: 87% 
per cent of the cases cured; 1214 per cent improved; 8744 per cent live infants; 
12% per cent stillbirths; average postpartum stay in hospital, twelve days. The 
medical treatment has been along the same lines as that for eclampsia. 


GROUP II: LOW RESERVE KIDNEY 


Eight cases or 16 per cent formed this group. Average age incidence, thirty-two 
and one-half years, with 4 primiparae and 4 multiparae, and an average number of 
pregnancies of 2.8. The period of gestation averaged eight and six-tenths months. 
The previous history records one patient suffering from pneumonia and puerperal 
infection and having had 4 stillbirths; one with rheumatic fever; one with malaria 
and a stillbirth, and another with 2 stillbirths and 2 miscarriages. The symptoms 
encountered were: hypertension and albuminuria in 8; headaches in 5; nocturia, 
edema, and polyuria in 3; nausea and vomiting and constipation, each in 2; blurred 
vision, restlessness, dyspnea, in one each. Average blood pressure, 176/104. Albumin 
found in all cases, with an average of 5.7% by volume; hyaline casts in 3 eases 
Blood chemistry: average figures were: sugar, 80 mg.; nonprotein nitrogen, 31; 
creatinine, 1.7. On discharge blood pressure was normal in all cases, and the urine 
normal in 7 cases, only 1 showing a trace of albumin. Treatment: 1 case had 
a spontaneous delivery; 1 induction of labor with Voorhees’ bags, 4 were delivered 
with forceps, and 2 by abdominal cesarean, one under general, and the other 
under local anesthesia. Outcome: 100 per cent of the cases were discharged cured, 
with a postpartum stay in the hospital of twelve and four-tenths days. Live chil- 
dren 7, or 87% per cent; stillborn, 1 or 12% per cent. As to the treatment, the 
patients were placed on a low protein, salt-free diet, complete rest in bed, ete., but 
as the majority of the cases did not show any clinical improvement in spite of the 
treatment, labor was induced or delivery hastened by obstetrical interference, in 
order to prevent any permanent renal damage. 


GROUP IV: CHRONIC NEPHRITIS COMPLICATING PREGNANCY 


In this group are included 8 cases, or 16 per cent of the series; age incidence 
average twenty-eight years; there were an equal number of multiparae and primip- 
arae, with an average number of pregnancies of 4.2; the average period of gesta- 
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tion was seven and one-half months. In the previous history were noted: 
diphtheria in 3 cases, pneumonia in 2 cases, chronic nephritis, and acute rheumatic 
fever in 1 case each. The following symptoms were present: albuminuria and casts, 
and hypertension,. 100 per cent; uremic convulsions, headaches, blurred vision, 
albuminuric retinitis, and constipation, each 2 cases, or 25 per cent; epigastralgia, 
dizziness, pains in the loins, hematuria, nausea and vomiting, and fever, in 1 case 
or 12% per cent. Average blood pressure, 183/102. Albumin averaged 24.4 per 
cent by volume; casts of all descriptions were found. Blood chemistry: average 
figures were —sugar, 97 mg.; nonprotein nitrogen, 44.5; creatinine, 2.1; urie¢ acid, 
9.7: earbon dioxide, 38 per cent. On discharge the blood pressure still remained 
somewhat high, average 160/80, and the urine showed from a trace to 5 per cent 
albumin, and oceasional easts. 

Treatment: in 50 per cent of the cases there were spontaneous deliveries, in 25 
per cent induction of labor, in 12% per cent vaginal cesarean; 1 ease, or 12% 
died, one eight hours after admission, undelivered, the other seven days postpartum, 
from uremic convulsions; children: 50 per cent alive, 12% per eent premature, 


per cent was undelivered. Outcome: 6, or 75 per cent improved; 2 or 25 per cent 


25 per cent stillborn, 12% per cent undelivered; average postpartum stay in hos- 
pital, thirteen days. If we were confronted with a mild ease, rest in bed and the 
proper dietetic treatment at times enabled us to carry the patient to term without 
any serious damage to her health; however, in the presence of a severe case, when 
the mentioned medical treatment was not followed by a prompt and decided 
improvement, obstetrical intervention was carried out and pregnancy terminated, 
without consideration as to the viability of the fetus, but with the only aim of 
protecting and prolonging the mother’s life. 


GROUP V: HYPEREMESIS GRAVIDARUM 


In the last group were included 5 eases, or 10 per cent of the series; the 
youngest was eighteen, the oldest thirty-two; one was a primipara, and the other 
4 were multiparae; the number of pregnancies averaged 3. The previous history 
was irrelevant, with the exception of acute rheumatic fever, in one case, and 
gastritis in another; the main symptoms common to all cases were vomiting, 
progressively more severe and frequent, oliguria, dehydrated condition, secondary 
anemia with considerable loss of weight and strength, tachycardia; in one case there 
was an icteroid tinge, and in another marked jaundice and coma almost suggesting 
the picture of acute yellow atrophy of the liver. Average blood pressure was 102/64 
(hypotension). Albumin from 0 to 2 per cent; acetone and diacetie acid in amounts 
varying from one to four plus; bile in 2 eases; indican in 1; there were pus casts 
im one ease, granular casts in another. Blocd chemistry: average findings were 
sugar, 60 mg.; nonprotein nitrogen, 33.9; urie acid, 1.5; ereatinine, 1.25; carbon 
dicxide, 45 per cent. 

Our method of treatment has been that of isolating the patient from the well- 
meant but disturbing sympathy of the patient’s family, and trusting her to a 
competent nurse; of discontinuance of food and even water by mouth, administra- 
tion of sedatives as bromides or luminal, glucose by rectum following a low soap- 
suds enema daily. If the vomiting ceased, fluids were given by mouth and gradually 
solid food, rich in carbohydrates, was added in small quantities at frequent intervals. 
In severe eases the intravenous administration of 10 per cent glucose, at times 
with insulin, proved to be of marked benefit—this is a method originally proposed 
by Thalhimer15 and generally adopted in this country and abroad.16, 17, 18,19 When, 
however, after a reasonable time, the condition of the patient became worse in 
spite of the treatment, we resorted to obstetric interference. Outcome: 4 out of 5 
patients were discharged cured and 1 died. Infants: 4 died (1 -of these unde- 
livered) ; the other one is alive, but unborn as yet. 
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SUMMARY AND COMMENT 


The cases of toxemias considered in this paper represent 2.5 per cent 
of the 2,023 admissions to the Obstetrical Department in the last six 
and one-half years. Of the 50 cases, the eclampsia group ranks first 
with 42 per cent, ie., 1.05 per cent of the total, followed by the pre- 
eclampsia, low reserve kidney and nephritis groups each with 16 per 
cent, or 0.40 per cent of the total, and lastly with the hyperemesis 


group, with 10 per cent, or 0.25 per cent of the total (see Table I). 


TABLE I. INCIDENCE OF TOXEMIAS IN 2,023 ADMISSIONS. (50 CaSEs, oR 
2.50 PER wna 


E ECLAMPSIA | 


|  HYPER- 

No. of cases 21.0 8.0 | 8.0 8.0  —_— 
Per cent of total | 1.05 0.40 0.40 | 0.40 0.25 


The eclampsia group shows 62 per cent primiparae as against 38 per 
cent multiparae, while the hyperemesis discloses a percentage four times 
as high for multiparae as for primiparae. The higher percentage of 
primiparity in eclampsia is, in our opinion, due to the fact that in the 
first pregnancy the different body-systems fail to adequately adapt them- 
selves to the demands of the fetal parasite, and respond with an exag- 
gerated abnormal reaction, which resolves itself into the eclamptie at- 
tack (accés eclamptique of Pinard) ; in multiparae, on the other hand, 
there appears to be in action a better mechanism of adaptation between 
the mother and the fetus, as though a sort of relative immunity had 
been acquired in a previous pregnancy. In hyperemesis this factor 
appears to be counterbalanced and often outweighed by other factors 
(psychic, gynecologic, gastrointestinal, endocrinic, ete.). Again, the 
only fatal case in this group was that of a primipara, which would seem 
to justify our assumption. 

The period of gestation averages eight months in the eclampsia group 
as against eight and one half months in preeclampsia and low reserve 
kidney groups and seven and one-half months in the nephritis group. 
This suggests that in eclampsia as well as in nephritis the toxemie phe- 
nomena usually explode earlier than in preeclampsia and low reserve kid- 
ney, probably not only because of a higher concentration and virulence of 
the toxins, but also of a lower threshold of cerebral irritability in the 
former, as suggested by the presence of definite psychoses in 9.5 per 
cent of the eclamptic cases. 

The frequent occurrence of a preceding or concomitant general or 
focal acute infectious disease is common to the first 4 groups, and may 
be considered as an important factor in the production of renal and 
hepatic impairment. When this is of severe degree, or of a permanent 
nature, we are confronted with the graver forms of toxemia; when, 
however, the impairment is mild and transient, we deal with the so- 


D’ACIERNO: TOXEMIA OF PREGNANCY 803 
ealled ‘‘low reserve kidney’’ (Stander), i.e., one which, handicapped 
by some cause, either congenital or acquired, is unable to function at 
full capacity under the stress and strain of pregnancy. As in such a 
type the renal parenchyma does not appear to have been injured, to any 
demonstrable degree, and its function returns practically to normal, 
within a short period after the termination of pregnancy, we would 
suggest calling it ‘‘miopragic kidney,’’ by which is meant a kidney 
with decreased activity (petwr, less; tpaooew, to perform), and this par- 
ticular form of toxemia ‘‘nephro-miopragia gravidarum.”’ 

In the late toxemias we have found a constant increase in the blood 
pressure (average 181/109), while in hyperemesis a moderate decrease 
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Fig. 2.—Albuminuria. 
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Fig. 3.—Average incidence of cylinduria in toxemia of pregnancy. 


has been observed (average 102/64). As to the degree of albuminuria, 
we have noted a stepladder rise from 1 per cent in hyperemesis to a 
maximum of 34.4 per cent average in nephritis (see Fig. 2). Likewise 
the incidence of cylindruria showed a staircase effect (see Fig. 3). 
Convulsions and coma were found to be constant symptoms of eclamp- 
sia, while albuminuric retinitis and nitrogenous retention were charac- 
teristic of nephritis. In fact, the nonprotein nitrogen, which in a nor- 
mal pregnant woman at term is 29 mg., was found to be an average 
15.5 mg. higher in the latter group, but almost unchanged in the others. 
The urie acid was found slightly increased in preeclampsia (2.5 mg.) 
and still more in nephritis (2.7 mg.) and eclampsia (2.8 mg.), see Table 
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II. We have not found the high figures met with by some investigators?'. 
we, however, agree with Stander and Wetterdal®? that in the ne 
cases there is a marked increase in urie acid which is of a certain 
prognostic significance. The carbon dioxide combining power, which 
in normal conditions of pregnancy is 45 per cent, was found to be low 
in nephritis (38 mg.), and still lower in eclampsia (27 mg.). Similar 
findings have been reported by Stander** and Vozza.** Again, the last 
finding has been for us one of the best indices of prognosis, inasmuch 
as in two cases, one eclamptie and the other nephritic, it was the most 
important means of predicting a fatal issue. The sugar values were 
found to average 30 mg. higher than in normal cases, which indicates 
the presence of a definite hyperglycemia, with the exception of hyper- 
emesis cases which showed practically normal figures; such hyper- 
glycemia may be interpreted as a compensatory one, originating not 
from the liver, where in two fatal cases of eclampsia Bokelmann and 
Rother*® *° found no glycogen, but probably from the muscles or kid- 
neys, which, as proved by Brinker,** may produce large amounts of 
sugar when placed in acid media, or experimentally in rabbits by in- 
creasing the hydrogen ions. 

As to the methods of delivery, we shall refer to Table III. 

Only a small fraction of the series received prenatal care, the ma- 
jority being referred to the hospital by physicians and midwives as 
emergency cases; in the former group we have noted no mortality and 
less morbidity than in the latter group, which emphasizes the impor- 
tance of prophylactic treatment during pregnancy.” 


TABLE II. COMPARATIVE BLOOD CHEMISTRY IN NORMAL PREGNANCY AND 
GESTATIONAL TOXEMIAS (AVERAGES) 


PRE- | MIO- | 


| 
MG. PE NORMAL | ECLAMP- | NE- | HYPER- 
PREGNANCY | | | | | EMESIS 
SIA | KIDNEY | 
Nonprotein Nitrogen 29 | 29.9 | 32.5 | 31.0 44.5 | 33.9 
Creatinine 2 | 1.67 | 1.78 | Ey 2.1 | 1,25 
Urie Acid 2 28 | 25 | 2.7 | 1.5 
Carbon Dioxide 45% | 27.5%| 27.0% ; | 38.0%| 45.0% 


CONCLUSIONS 


1. The classification adopted in this paper seems to be rational and 
acceptable, because it is based upon definite symptoms, signs and labo- 
ratory findings. 

2. In this series eclampsia has occurred with higher frequency than 
in other groups, forming slightly over two-thirds of the total number. 

3. Eclampsia is twice as frequent in primiparae as in multiparae; in 
hyperemesis the incidence is 1 primipara to 4 multiparae; this may be 
explained on the ground of a lack of adjustment between the maternal 
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organism and the fetal or syncytial toxins in the former, while jp 
hyperemesis other factors (psychic, reflex, ete.) seem to exert a pre- 
ponderating influence. 

4. As the low reserve kidney is based only upon functional disturb. 
ance, a more appropriate term would be ‘‘miopragic kidney,’’ and for 
the corresponding toxemia, ‘‘neophro-miopragia gravidarum.’’ 

5. In eclampsia, as well as in nephritis, the period of gestation is 
shorter than in preeclampsia, or low reserve kidney, denoting the 
presence in the former not only of a higher degree of intoxication, but 
also of a lowered threshold of cerebral irritability. 

6. The common occurrence of acute infectious diseases in the first 
four groups bespeaks their importance as a predisposing factor of 
these toxemias. 

7. In eclampsia and in nephritis there is a low earbon dioxide com- 
bining power of the blood plasma, indicating the presence of a definite 
acidosis; this finding is of marked prognostic significance. 

8. In the eclamptic and the nephritie groups there is a decided hy- 
perglycemia, which probably is not caused by the liver, but may be a 
compensatory formation on the part of the muscles or the kidneys. 

9. In nephritis, the past medical and obstetric history, as well as 
the nitrogenous retention in the blood, are of paramount significance, 
both as regards diagnosis and prognosis. 

10. Hypertension is a constant finding in all the toxemias, except in 
hyperemesis, where instead, there is hypotension; the hypertension 
and abnormal urinary findings generally disappear during the puer- 
perium in all the toxemias, with the exception of the nephritic group. 

11. The keynote of our treatment has been along conservative lines, 
resorting to obstetric interference in the presence of danger symptoms 
or signs. 

12. In this series there has been an incidence of 38 per cent of spon- 
taneous deliveries, 16 per cent of induced labors, 40 per cent of opera- 
tive interventions; 6 per cent of the patients were undelivered. The 
average postpartum stay in the hospital was 12.8 days. 

13. The maternal mortality was 8 per cent; the fetal 25.5 per cent— 
however, if the stillbirths are deducted, the corrected fetal mortality 
is 21.5 per cent. 

14. The better results as to mortality and morbidity in the patients 
receiving prenatal care emphasize the importance of the prophylactic 
treatment during pregnancy. 
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346 PALISADE AVENUE. 


THE DETERMINATION OF FETAL MATURITY IN UTERO 


By Hersert Tuoms, M.D., New Haven, Conn. 


(From the Woman’s Clinic, Yale School of Medicine, New Haven Hospital) 


HE determination of the maturity of the fetus in utero is a prob- 

lem which not infrequently confronts the obstetrician, and the im- 
portance of this problem is manifest when we consider its relation to 
the induction of labor for such conditions as pregnancy toxemia and 
other complications arising in the latter weeks of pregnancy. 

The methods employed to determine the fetal maturity in utero are, 
as a rule, both crude and inaccurate. Perhaps the most valuable 
method at present is that of palpating the fetus through the abdominal 
wall, a procedure which embraces a considerable amount of specula- 
tion. The present communication is an attempt to set forth the value 
of determining by a roentgenographic method the occipitofrontal 
diameter of the fetal head in utero, and to point out that such knowl- 
edge is of distinct value in determining fetal maturity. 


The measuring by roentgenologie means of the occipitofrontal diam- 
eter of the fetus in utero is a procedure which has been developed in 
recent investigations in this Clinic. These investigations were pri- 
marily interested in the relationship of the size of the fetal head to the 
size of the maternal pelvis. The results of this study and the technic 
employed have recently been published, and to those interested in de- 
tails, reference is here made.* Briefly, it is an adaptation of the 
method of roentgen pelvimetry, which we have used successfully for 
the past few years. In this method, the plane in which any diameter 
lies must be identified and its distance above the sensitive plate meas- 


*Journal American Medical Association, 95: 21, July 5, 1930. 
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ured, in order that the amount of divergence of the roentgen rays may 
be corrected. In the ease of the occipitofrontal diameter, the feta] 
forehead and occiput must be palpated through the abdominal wall, 
and their respective distances from the sensitive plate measured. It 
will be remembered by those familiar with obstetric palpation that 
the identification of these two portions of the fetal body in the latter 
weeks of pregnancy is readily accomplished in the majority of cases, 
The exposure is made with the tube or target at a thirty-six-inch dis- 
tanee, centering as nearly as possible over the parietal region of the 
fetal head. Following the exposure, the patient is removed from the 
table, the target and exposed plate remaining in situ. A lead grid 
with perforations exactly 1 em. apart is now introduced in the plane 


Fig. 1 


previously occupied by the occipitofrontal diameter of the fetal head, 
and a flash exposure is made on the previously exposed plate. Upon 
development, not only will the outline of the fetal skull be seen, but 
also a series of dots (see Fig. 1) representing the centimeter distance. 
Caleulation of the occipitofrontal diameter is readily accomplished by 
calipers. 

It is obvious for the sake of accuracy that the fetal head should be 
movable at the superior strait. In other words, if the head is deeply 
and fixedly engaged in either the right or left oblique diameters of 
the superior strait, the shadow projected on the sensitive plate will 
be somewhat distorted. Experience has shown, however, that in prac- 
tically all cases where a knowledge of fetal maturity is desired, no 
such deep engagement is present, and that the fetal forehead and 
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oceiput are readily palpable through the abdominal wall. Further- 
more, as I have pointed out in my previous communications, where 
the method is used in connection with the diagnosis of disproportion, 
no such engagement of the fetal head has oceurred, else the question 
of disproportion would not be present. After a little practice in view- 
ing these roentgenograms, one readily discerns the Shadow of the an- 
terior and posterior fontanelles, so that any distortion in their proper 
relationship is readily recognized. 

In order to get some idea of the amount of error which might be 
expected through the use of abdominal palpation to establish the plane 
in which the oceipitofrontal diameter lies, we conducted a series of 
shadowgraph experiments with a full-term infant skull, a sereen, and 
a reflected light. We placed the fetal skull in such,a position that the 
oecipitofrontal diameter was parallel to the screen, with its anterior 
and posterior end-points at exactly 15 em. distance from the sereen, 
this representing the average distance of this plane in utero above 
that of the sensitive plate. The light souree was placed 36 inches 
distance from the sereen, centering on the parietal region of the 
fetal skull. It was found, under these conditions, that the fetal skull 
eould be rotated in either direction 36 degrees before the shadow of 
the oecipitofrontal diameter was shortened a millimeter. Moving the 
skull forward, still maintaining its parallel position with the sereen 
to a 13 em. distance, reduced the shadow two millimeters in the oe- 
eipitofrontal diameter, while moving the skull to 17 em. distance 
increased this shadow two millimeters. We, therefore, conclude that 
our results are accurate to within one or two millimeters. As a mat- 
ter of fact, in all of the cases where we had. had an opportunity to 
test the method by measuring the occipitofrontal diameter in utero 
before and extra utero after elective cesarean section, our error has 
been well within these limits. 

A statistical study of a relatively large number of newborn in- 
fants has been made, to determine the relationship of the oceipito- 
frontal diameter to fetal length and body weight, and to demonstrate 
that a knowledge of this diameter gives a practical index to fetal 
maturity. It is obvious that there is some difference in this diameter 
between the ‘‘molded’’ and the ‘‘unmolded’’ newborn head. I have 
therefore included a brief summary of my previous study of 148 in- 
fants with ‘‘unmolded’’ heads. It should be borne in mind, however, 
that excessive molding is usually seen in infants whose weight is 
more than 3000 grams, and that in infants under this figure, and 
particularly in premature infants, the effect of molding, when pres- 
ent, is usually slight. In the present study, therefore, the results of 
453 newborn infants are reviewed. All infants were born alive and 
measurements taken within a short time after birth. Only infants 
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under 3000 grams are included, and in this Clinic, infants under 2500 
grams are regarded as premature. The results follow: 


RELATION OF CROWN HEEL DISTANCE TO OCCIPITOFRONTAL DIAMETER 


Total cases reviewed: 446. 

Length 50 to 55 em. 55 eases, of which 48 cases, or 87.3 per cent, had 
occip. frontal diameter of 11 em. or over. 

Length 45 to 50 em. 314 cases, of which 283, or 90.0 per cent, had 
oecip. frontal diameter of 10.5 em. or over. 


Length 40 to 45 em. 70 cases, of which 51, or 72.8 per cent, had 
occip. frontal diameter of 9.5 to 10.5 em. 
Length 35 to 40 em. 7 eases, of which 7, or 100 per cent,’ had 


occip. frontal diameter of 7.5 to 9.5 em. 


In this group, therefore, in a total of 446 cases, 369 measured 45 
em. or over. Of these 369 cases, 337, or 91.5 per cent, had an oc- 
cipitofrontal diameter of 10.5 or more. It is interesting to compare 
these results with those of my previous study of 148 infants with 
‘‘unmolded’’ heads.* In the latter group were infants which were 
delivered either by cesarean section or breech extraction. Of these 
148 infants, 130 were 45 em. or more in length, while 18 infants were 
under 45 em. Of the 130, all showed an occipitofrontal diameter of 
10.6 or over, while in all of the 18, the length of the diameter fell 
below that figure. 

It would, therefore, appear from these studies that in a given in- 
stance, an occipitofrontal diameter over 10.5 em. would be evidence 
of an accompanying crown heel length of 45 em. or more. 


RELATION OF BODY WEIGHT TO OCCIPITOFRONTAL DIAMETER 


Total cases reviewed: 453. 


Weight 2500 to 3000 gm. 327 cases, of which 264, or 80.9 per cent, had 
occip. frontal diameter 11 em. or more. 
Weight 2000 to 2500 gm. 81 cases, of which 69, or 85.2 per cent, had 


occip. frontal diameter 10 to 11 em. 

eases, of which 27, or 69.2 per cent, had 

occip. frontal diameter 9 to 10 em. 

Weight 1200 to 1500 gm. 6 cases, of which 4, or 66.7 per cent, had occip. 
frontal diameter 8 to 9 em. 


Weight 1500 to 2000 gm. By 


In analyzing the latter group, we find 327 cases weighing over 2500 
grams. In 312, or 95.4 per cent, the occipitofrontal diameter was 10.5 
em. or more. In 126 cases, the weight was under 2500 grams, and of 
these, 86, or 68.2 per cent, had an occipitofrontal diameter of 10.5 or 
under. It would, therefore, appear that in instances where the oc- 
cipitofrontal diameter is over 10.5, we may expect an accompanying 
body weight over 2500 grams. 


*See footnote page 807. 
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From the figures presented above, we have evidence that in a 
given instance an intrauterine occipitofrontal diameter of over 10.5 
em. will be accompanied by a crown heel length of over 45 em., and 
a body weight of over 2500 grams. Therefore, by determining the 
occipitofrontal diameter in utero, we have a means of determining 
intrauterine fetal maturity. 


PARALYSIS OF THE BLADDER, WITH DISTENTION AND 
HEMORRHAGE IMMEDIATELY FOLLOWING 
CATHETERIZATION* 


A Report or CAsEs 
By Bissett, M.D., F.A.C.S., New York, N. Y. 


HE literature pertaining to vesical hemorrhage in the female, im- 

mediately following catheterization, is not extensive. There has, 
however, been enough written on the subject of vesical hemorrhage 
in the male to aid in formulating rules for emptying the bladder in 
either sex, when this viscus is distended. In an article written by 
Grelinsky in 1904' there are found interesting comments on three 
eases, previously reported by Guyon, of vesical hemorrhage following 
catheterization in the male, together with conclusions drawn from the 
study of these eases and others occurring in his experience. Guyon’s 
conclusions, Albarron agreeing with him, regarding the cause in most 
eases of vesical hemorrhage following immediate and complete empty- 
ing of a distended bladder are first, congestion alone of the blood ves- 
sels of the bladder during an attack of retention of urine, and second, 
congestion aggravated by preexisting lesions. Grelinsky could find no 
evidence to confirm the conclusion that most vesical hemorrhages, fol- 
lowing immediate emptying of a distended bladder, are caused by 
congestion alone, using the very practical argument that, if this were 
a fact, vesical hemorrhage should be far more frequent, as most physi- 
cians empty a distended bladder immediately upon its discovery. Fur- 
ther, he is of the opinion that vesical hemorrhage, following immediate 
and complete emptying of a distended bladder, is caused not by con- 
gestion, the result of mechanical distention, but by some chronic lesion 
prior to the retention. The amount of urine drawn is not mentioned 
in Grelinsky’s comment on Guyon’s three cases, nor is the operative 
procedure described as clearly as one might wish. However, it is fair 
to assume that Guyon followed his rule of emptying the bladder 
slowly. Yet all of these patients died. Further, autopsies showed 
prostatic or vesical pathology in all of them. 


*Presented by title at the Fifty-fifth Annual Meeting of the American Gynecological 
Society, May 20, 1930. 


| 
t 
if 


812 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


One year after the publication of Grelinsky’s article, an interesting 
prize essay was written by A. Coperman,” on retention of urine. In a 
summary regarding treatment he states that the bladder should be 
emptied slowly, to avoid the possibility of syncope supervening, and 
that a considerable amount of urine should be left behind, to which 
some warm boric acid solution should be added. Neglect of this pre- 
caution has led to severe hemorrhage into the kidneys and bladder, 
and even to death. 


There are to be found in literature many cases of extreme distention 
in the female, which support Grelinsky’s conclusion that most vesical 
hemorrhages, following immediate emptying of a distended bladder, 
are not caused by congestion alone, but are the result of some chronic 
lesion existing prior to retention. 

I have reviewed the literature on this subject for the past twenty 
years, to see what bearing it has upon the correctness of Grelinsky’s 
observations, and have assembled, I believe, a sufficient number of 
eases to prove the soundness of his findings. 


CASES FOUND IN LITERATURE BEARING ON THE SUBJECT 


CasE 1.—Paralysis of the bladder. The patient was operated upon under the 
diagnosis of ovarian cyst with twisted pedicle. (This condition followed normal 
delivery.) 

A female, thirty years of age; she had had three previous normal deliveries; 
patient was in the second stage of labor when first seen; normal child was delivered 
without forceps and without laceration of the vaginal tissues. Normal third stage. 
First six days after delivery the patient’s condition was normal. On sixth day 
the uterus was six fingerbreadths above the pelvis. Urine normal. On the seventh 
day temperature rose to 102° F., pulse 120. Patient complained of severe abdominal 
pain, especially on right side. Abdomen began to swell rapidly on this side, 
simulating in size a six months’ pregnancy. A normal amount of urine was being 
passed, although there was some irritability of the bladder. On the eighth day 
temperature was 103° F., pulse 140. Puerperal sepsis was suspected. Pain was 
controlled by one-quarter grain of morphine as necessary. By that time the size 
of the abdomen resembled a full-term pregnancy. Percussion showed a large, 
cystic tumor. Diagnosis then made was ovarian cyst with twisted pedicle, accom- 
panied by pelvic infection. Abdominal section was advised and’ immediately done. 
Urine was being passed every two or four hours, in quantities of from four to six 
ounces. Just before the abdominal section was made, the patient passed eight ounces 
of urine, and it was not thought necessary to pass a catheter. On opening the 
abdomen, a large, blue, thin-walled tumor which resembled an ordinary cyst was 
found. A puncture through its wall was made with a trocar, and three gallons 
(or 380 ounces) of urine were withdrawn. Both abdominal and bladder wound 
healed by primary union. No blood was noted in the urine when drawn. Patient 
was catheterized three hours after operation and three times a day thereafter. On 
the fifth day the bladder was found to be infected. Kidneys also became infected, 
but patient recovered. 


CASE 2.—Retention of urine for eleven days. The patient was a Chinese woman, 
twenty-one years of age. She had given birth to a medium-sized child eleven days 
previous to the time she was secn by Dr. McCartheney, and from the time of 
delivery until then she had not passed urine, with the exception of a little dribbling 
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now and again, but had a constant desire to micturate. The abdomen was distended 
to the size of a full-term pregnancy, and she had a continuous pain in the lower 
abdominal region. She was catheterized by Dr. McCartheney and the urine was 
expelled with great force. He states that more than six and one-half quarts (or 
208 ounces) were drawn. In this instance there was no bleeding. The patient 
recovered. 


Case 3.—A case of retention of urine. Female, married, age thirty-seven. 
She was well until fourteen days previous to her admission to the hospital, 
when she developed symptoms of nausea, vomiting, pelvic pain and difficulty in 
micturating, although passing a normal quantity of urine. Symptoms disap- 
peared in twenty-four hours. Eleven days later pain recurred and was very 
severe. She passed urine only in small quantities, and then with great diffi- 
culty. She also noticed that her abdomen was getting larger. 

When admitted to the hospital, the patient was in a comatose condition, 
breath offensive, skin cold and clammy, pulse feeble, temperature subnormal and 
respiration shallow. Inspection showed a large abdominal tumor completely filling 
the hypogastric and umbilical areas, prominent on the right side. Upper level of 
tumor was between umbilicus and sternum, to the right of the median line. Tumor 
was slightly movable but gave no fluid thrill and was dull on percussion. Flanks 
were resonant. Mass with definite limits was outlined in Douglas’ culdesac. 
Examination by rectum revealed a mass, seemingly independent of the tumor, which 
was considered a retroflexed uterus. 


Treatment.—A catheter was passed with difficulty, because of lengthened 
urethra. A stream began to flow at very high pressure, clear, and not offensive. 
All the urine, consisting of 166 ounces, was withdrawn at one sitting; no bleeding. 

Abdominal tumor disappeared. An attempt was made to reduce the pelvic mass, 
but this was found impossible. An anesthetic was then administered and, with two 
fingers in the rectum, the uterus was replaced and a pessary inserted in the vagina. 
The uremia was treated with saline infusion, digitalis, warmth, ete. A catheter 
was passed every four hours and, at first passage, 56 ounces of urine were with- 
drawn. 

The patient’s general condition gradually improved; bowels became active, she 
perspired freely and. consciousness returned, though some delirium was present. 
Forty-eight hours after admission she passed urine normally and became quite con- 
scious. On further examination of the abdomen a pregnant uterus was palpable to 
the umbilicus. Seven days afterward the patient was out of bed, feeling well. 
Position of uterus maintained with pessary. Patient was discharged cured fourteen 
days after admission. 


CASE 4.—Distention of the bladder mistaken for an ovarian cyst. A diagnosis 
of ovarian tumor was made by the patient’s family medical attendant, corroborated 
by Dr. DaCosta. It was further stated that ‘‘there was no trouble with the urine, 
which she passed easily, but that there was severe constipation and pain from the 
growth of the tumor.’’ Examination showed an oval tumor in the median line of 
the abdomen, dull on percussion, with a clear note in the flanks. A catheter was 
passed and 60 ounces of urine were evacuated. Two hours later 20 ounces more 
were withdrawn. There was no bleeding. Patient recovered. 


Case 5.—Prolonged retention of urine. Female, twenty-seven years of age; three 
months pregnant. For no apparent reason she had a retention of urine, with pain 
and great distention in the lower abdomen. Twenty-four hours had passed with- 
out urinating. Catheter was passed and 52 ounces of urine withdrawn. No bleed- 
ing followed. After several days retention again occurred and catheter was again 
used to relieve the patient. Soon after this an abortion occurred, after which 
retention ceased. 
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Dr. N. G. Bozman, in discussing this case, states that he has seen several cases 
of severe retention, one of these mistaken for an ovarian tumor, and that 
the attending physician aspirated the fluctuating body found posterior to the 
uterus. He further comments that the uterus maintained an anterior position and 
the distended bladder fell over the fundus, filling the culdesac. A large basin 
full of urine was drawn off. No bleeding was noted in the report. 


6. Author’s case. The patient whose history forms the basis of this 
article was admitted to the Woman’s Hospital on February 18, 1927, with the 
diagnosis of a large ovarian cyst. I saw her a few hours after her admission. 
Abdominal examination showed a very large cystic body, extending from the pelvis 
to the right costal border, somewhat irregular in shape above the navel, but sym- 
metrical below. Vaginal examination revealed a tense, cystic body, completely 
filling the pelvie cavity and crowding the pelvic organs forward. Patient was 
thirty-eight years of age. Her chief complaint was pain in the lower left quad- 
rant, severe for two days previous to admission, and accompanied by vomiting. 
Several years prior to this an abdominal section had been performed. One ovary 
had been removed, but she did not know which. For three months previous to her 
admission she urinated every hour. The act was frequently accompanied by a 
bearing down sensation and, occasionally, by vomiting. She was poorly nourished 
and had lost thirty pounds during the year. 

A few hours before her examination by me, 20 ounces of urine were withdrawn, 
per catheter, by a nurse. The existence of a large, cystic body was self-evident, 
but its origin was doubtful. The question, of course, immediately arose as to 
whether or not the 20 ounces of urine withdrawn constituted the entire contents of 
the bladder, but, on passing a catheter, it became evident by the diminution in 
size of the cystic body that we were dealing with an overdistended bladder. 

Sixty-two ounces of urine were then withdrawn, making, with the 20 ounces 
withdrawn a few hours before, 82 ounces. A little blood was noted in the last 
few ounces, but the bleeding rapidly increased. It was determined, in consultation 
with the Urological Department, to allow the bleeding to continue, with the hope 
that clotting and internal vesical pressure would stop it. After a few hours the 
patient became exsanguinated and transfusion was necessitated. A suprapubic 
cystotomy was then done and the clotted contents of a greatly distended bladder 
were removed. The bladder wall was extremely thick and its fundus was sacculated 
over the uterus, filling the sacral region of the pelvis. After removing the clots, 
blood could be clearly seen oozing from every fraction of an inch of the vesical 
mucosa. There was no possibility of controlling the hemorrhage by the use of 
sutures, so packing the viscera with many long strips of iodoformed gauze was 
resorted to. This was done with patience and exactness, so as to insure direct 
pressure upon every portion of the extensive bleeding surface. 


Postoperative care of the patient consisted in the gradual removal of the 
gauze strips, until, at the end of seven days they were entirely withdrawn, and 
the bladder, contracting proportionately, at no time bled. A Sims’s sigmoid 
eatheter was then passed through the urethra to establish vesical drainage. The 
abdominal wound closed and opened several times during patient’s convalescence, 
and as she could not void because of paralysis of the bladder, it was eventually 
found necessary to teach her to pass the catheter on herself. This she suc- 
cessfully did, and at the last report received from her, about a year after the 
operation, she was still obliged to resort to this method for relief. 

The interesting features of this patient’s history are the size of the distended 
bladder, the amount of vesical hemorrhage, the thickness of the bladder wall, mak- 
ing it seem a large pelvic tumor, even after its complete evacuation, the con- 
gestion of the entire vesical mucosa, the sacculation of the fundus of the bladder 
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as it fell over the uterus, filling the posterior pelvis, the positive four-plus Wasser- 
mann reaction, and the persistent paralysis of the bladder, in spite of the anti- 
syphilitic treatment. 


CONCLUSION 


In my experience of more than forty years I have encountered only 
four cases of marked distention of the bladder. From the first 50 
ounces of urine were withdrawn immediately before operating for 
a fibroid; from the second 54 ounces a few days after an abdominal 
section had been performed for the removal of large, bilateral, ovarian 
tumors; from the third, upon whom no operation was performed, 
58 ounces, and from the fourth, which forms the subject of this 
article, 82 ounces of urine were withdrawn. In three of these cases no 
hemorrhage followed catheterization and, in view of the fact that in 
the fourth case, where vesical hemorrhage did occur, four-plus Was- 
sermann was definitely determined, and that there was also a history 
of distention for three months or more, it would seem correct to con- 
clude that the cause of distention, in this case, was paralysis of the 
bladder, dependent upon a lesion of the spinal cord, which was the 
result of syphilis. Moreover, unlike the three other cases, this dis- 
tention was of long duration, and could correctly be considered chronic. 
This leads us to the conclusion which is in accord with Grelinsky’s 
findings that, in acute distention, bleeding does not follow complete 
emptying of the bladder, but might, and commonly does, in the chronic 
form, because of a lesion existing prior to retention. 

In view of these conclusions, what course should be followed when 
confronted with an emergency case with an indefinite history? Under 
these circumstances I think it would be well to follow Guyon’s advice, 
in a modified manner, and empty the bladder gradually, and, if the 
patient be a female, a mushroom catheter might be placed in the blad- 
der and the urine allowed to escape, using a regulating clasp, as is 
used in the Murphy drip, to control the amount of flow. The amount 
of flow every hour should be in excess of the average quantity excreted 
by the average individual. Should one and one-half ounces per hour 
be found not to diminish the distended bladder within five or six 
hours, then the clasp should be regulated to allow a flow which will 
appreciably reduce the size of the distended bladder during a specified 
time. 
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MATERNAL MORTALITY IN THE JEWISH HOSPITAL OF 
BROOKLYN* 


By Josuua Ronsuem, M.D., anp IstporE DaicumMan, M.D., 
Brookuyn, N. Y. 
(From the Department of Obstetrics of the Jewish. Hospital) 


< 
A‘ THE Jewish Hospital of Brooklyn from its opening on Decem- 
ber 9, 1906, to December 31, 1929, a period of a little over twenty- 
three years, 24,217 deliveries occurred. During this period 163 mothers 
died. Of these 27 were delivered at home and brought to the hospital 
with sepsis, and 20 patients were admitted in extremis and died shortly 
after admission, many of them undelivered. Excluding these 47 cases 
we have 116 women who died while under our care, or 4.5 per thou- 
sand. The accompanying table gives the number of deliveries and 
gross deaths for each year. 


TABLE I 
YEAR CASES DEATHS PER CENT YEAR CASES DEATHS PERCENT 
1906 9 0 0.0 1918 930 8 0.86 
1907 91 4 4.39 1919 908 4 0.44 
1908 213 15 7.04 1920 932 8 0.85 
1909 325 11 3.38 1921 955 6 0.53 
1910 444 6 1.35 1922 1031 5 0.48 
1911 518 14 2.70 1923 1167 5 0.43 
1912 543 6 1.10 1924 1555 3 0.19 
1913 587 4 0.68 1925 1872 5 0.26 
1914 719 10 1.37 1926 2057 7 0.34 
1915 767 7 0.91 1927 2355 3 0.29 
1916 751 6 0.79 1928 * 2293 5 0.22 
1917 963 10 0.91 1929 2232 7 0.31 


Certain important points are brought out by a study of this table. 
First, the high rate in the years 1907 to 1912 is accounted for by the 
large number of cases brought into the hospital moribund or septic 
after delivery at home; second, the lowering death rate in the period 
1912 to 1923 represents the improvement in obstetrics both in the 
hospital and at home and includes the period after the abandonment 
of accouchement forcé; third, the period from 1923 on represents the 
period of prenatal care with its lowered maternal mortality. The in- 
crease in the total number of patients admitted since the establishment 
of the prenatal clinie proves definitely that the public is seeking such 
eare, and, in addition, the better care during labor which hospitaliza- 
tion affords. The rapid decrease in the number of septic cases brought 
to the hospital after delivery at home is the most eloquent proof that 


*Read at a meeting of the Brooklyn Gynecological Society, April, 1930. 
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better obstetrics is being done by the mass of the profession. Like- 
wise, the rarity of the case that is brought to the hospital in extremis 
as a result of cardiae disease, eclampsia, or placenta previa can be 
explained in the same manner. 


Dividing the entire period covered by this study into four six-year 
periods reveals the following: 


1906 to 11 1600 cases 50 deaths 31.2 per thousand 
1912 to 17 4330 cases 43 deaths 9.0 per thousand 
1918 to 23 5923 cases 36 deaths 6.6 per thousand 
1924 to 29 12364 cases 34 deaths 2.7 per thousand 


Grouping the fatal cases according to the actual cause of death we 
find the following: 


Sepsis 48 cases 29.4 per cent 
Hemorrhage 33 cases 20.2 per cent 
Eclampsia 18 cases 11.0 per cent 
Peritonitis 17 cases 10.4 per cent 
Cardiae disease 11 cases 6.7 per cent 
Ruptured uterus 9 cases 5.5 per cent 
Embolus, pulmonary or cerebral 8 cases 4.9 per cent 
Pneumonia, all types 5 eases 3.0 per cent 
Cerebral hemorrhage 2 cases 1.2 per cent 
Hyperemesis gravidarum 1 case 0.6 per cent 
Uremia 1 ease 
Strangulated fibroid, shock 1 case 
Tuberculous meningitis 1 case 
Chloroform anesthesia (?) 1 case 
Purpura hemorrhagica 1 case 
Diabetes mellitus 1 ease 
Coronary thrombosis 1 case 
Carcinoma of bladder 1 case 
Unknown (charts missing) 3 cases 


From a study of this list we find that infection caused about 40 per 
cent of all the deaths; infection, hemorrhage, and eclampsia together 
caused 71 per cent of all the deaths; cardiac disease, embolism, and 
rupture of the uterus caused 17 per cent of all the deaths. Taken to- 
gether, conditions which we are all agreed are preventable are the 
eause of death of 144 patients, constituting 88 per cent of all the 
mortality in the past twenty-three years. How these deaths can be 
avoided will be taken up under individual groups. 


According to the method of delivery (Table II) we find that: 


55 eases died after spontaneous delivery 

39 cases died after forceps delivery 

20 cases died after version and breech extraction 
18 eases died after abdominal section 

10 cases died undelivered 

eases died after craniotomy 

6 cases died after vaginal section 

3 eases died, method not recorded 


| 
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3 cases died, charts missing 
1 case died after decapitation 
1 ease died after Porro section 


Sepsis always was, and still is, the center of attraction in the field 
of prevention. In the past years numerous methods of reducing this 
dread complication have been proposed. First and foremost stands 
rectal examination—a fallacy slowly but surely being exposed. The 
ease with which it can be done, coupled with the fact that the exam- 
iner really believes that he cannot infect his patient because the ex- 
amining finger is not in the vagina, recommends this method. That it 
is easy, convenient, and timesaving is undoubtedly true; that is per- 
haps the reason why it has been so universally adopted where stu- 
dents are concerned. However, just as great care must be exercised 
in rectal as in vaginal examination. Many unclean fingers are inserted 
into the lower part of the vagina during rectal examinations; also, 
the invagination of the rectovaginal septum into and through the 
cervix in an attempt to gain too much information as to the presenta- 
tion and position of the presenting part carries the vaginal secretion 
with its flora of bacteria into the lower uterine segment. On the other 
hand, a vaginal examination under strict asepsis to determine the 
degree of effacement and dilatation of the cervix and the presence or 
absence of the membranes carries with it a minimum element of dan- 
ger provided that the examiner stops there and does not pass the 
finger into the lower segment in an attempt to determine the position 
of the presenting part. We are sure that competent obstetricians will 
always rely on vaginal examination and will have no hesitancy in 
doing so whenever the necessity arises. 


The use of vaginal instillation of antiseptics during labor is another 
method of prevention of sepsis which has lately been offered. How 
the rectal enthusiast can permit the vaginal manipulation necessary 
for the instillation of these so-called antiseptics is a question which 
we believe must still be answered. Recently, this procedure was car- 
ried out at the Jewish Hospital for many months, mercurochrome be- 
ing used; and in the final analysis was found to be of no value and 
was given up. 

In the performance of cesarean section we have heard a great deal 
in recent years about the two-flap or trachelo-hysterotomy as being 
the only safe method of performing this operation, and especially so 
in the so-called potentially infected cases. Just what a potentially 
infected case is we have not yet been able to determine; on the con- 
trary, we have records of cases in which the membranes have been 
ruptured for several days, with numerous vaginal examinations (in 
some cases through unshaved vulvae), elevation of temperature, and 
distinet infection of the amniotic fluid, with uneventful recovery after 
classical cesarean section. At the Jewish Hospital classical section is 


RONSHEIM AND DAICHMAN: MATERNAL MORTALITY 819 


PNISSIN SLUVHO 
aioudid} 
Jo 
VWONIDUVO 
_ 
AUVNOUOD 
VOIDVHAYON AH 
DNINOSIOd| 
THO 
SILINOLIYAd NAR 
VINONOGNd!., on 
SILIDNINGW 


| 


2 
4 
1 
1 
8 


| VINAXOL|., ~ 

< |i 

re 

Ok ar) 


> & oe & 

[<3] a oO Coe = 
o<°"n S°SESEEFE 

= 

a ° Foo 
— 
= 


820 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


the rule, but in the past ten years we have gotten away from the time- 
honored method of closing the uterus with interrupted sutures and 
have substituted three layers of continuous sutures. This method of 
closure is practically an absolute guarantee against seepage. Piper 
and Bachman have recently laid stress on the importance of this 
method of closure. Other writers have made comparative studies of 
classical versus two-flap section, reporting far better results in the 
latter, but they do not tell us that in the statistics for classical sections 
every operator’s cases were used, whereas, in the two-flap statistics 
only the eases done by themselves or their well-trained staffs were in- 
cluded; this we consider an unfair comparison. The use of spinal 
anesthesia which prevents the extrusion of the abdominal contents and 
reduces hemorrhage aids materially the postoperative course. 

The reduction of intra-uterine manipulation to a minimum is, we 
believe, one of the greatest factors in the control of sepsis and the rule 
that ‘“‘the hand once inserted into the uterus must not be withdrawn 
until its object has been accomplished’’ must be strictly observed. 

Hemorrhage as a cause of death is absolute proof that the case has 
not been properly handled. In placenta previa the means of control- 
ling bleeding are too well known to require reiteration and if the 
obstetrician will bear in mind that all that is demanded of him is to 
control this bleeding, an immediate reduction in mortality from this 
cause will be accomplished. The desire to empty the uterus rapidly 
with its resultant rupture of the cervix and possibly the lower uter- 
ine segment is the cause of death in these cases. The Pomeroy bag 
was short-lived but caused numerous deaths before it was discarded ; 
manual dilatation (?) with its resulting laceration did the rest, and 
yet only recently articles have appeared in the French literature 
proving that accouchement foreé is still a common practice. The desire 
for a live baby leads many obstetricians to do an immediate extraction 
after a Braxton-Hicks version even though the cervix is incompletely 
dilated, and we find that Williamson has recently advocated this pro- 
cedure. 

In our series placenta previa occurred 234 times, once in 103 cases— 
15 mothers died, or 6.41 per cent. Four of these cases were of the 
central type; 12 patients died of hemorrhage and 3 of sepsis; 7 of these 
deaths resulted in cases in which manual dilatation, version, or breech 
extraction had been included in the method of handling the eases; all 
of these 7 patients died of hemorrhage. 

Another type of hemorrhage resulting in death occurs when the 
uterus is emptied while in a state of atony from secondary inertia and 
‘annot occur if the ease is tided over until uterine contractions are 
reestablished; this is accomplished by a thorough rest of the patient 
with subsequent stimulation and, if necessary, forceps delivery when 
good contractions have been produced. 
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The last word on the treatment of eclampsia is still to be written; 
but, in a general way we incline to the immediate termination of the 
pregnancy when this condition exists. If the patient is a primipara, 
at or near term, with a live baby and no evidence of labor being pres- 
ent, we believe cesarean section is justified. All other eases ean be 
earried through a vaginal delivery under morphine. The absolute 
refusal to induce labor immediately or soon after the convulsions have 
been controlled is fraught with the possibility of maternal death. In 
a review of eclampsia at the Johns Hopkins Hospital from 1894 to 
1924 Wilson divided the cases into two groups. From 1894 to 1912 
there were 110 cases while in the second period they had 137 eases. 
The death rate in the postpartum eclampsia was practically the same, 
but for the ante- and intrapartum eases he reported a reduction of 
the death rate of almost 50 per cent. He concludes that the conserva- 
tive method of treatment is responsible for the reduction in the death 
rate, but a study of this report shows that manual dilatation and other 
methods of rapid dilatation of the cervix and emptying of the uterus 
were used rather frequently in the first group while in the latter group 
accouchement forcé was not used. Again, in the latter group 5 women 
were allowed to die undelivered. We are firmly opposed to allowing 
these mothers to die undelivered unless admitted to the hospital in 
extremis. 


In our series of cases eclampsia occurred 148 times or once in 163 
eases. Of these, 118 were ante- or intrapartum and 30 were postpar- 
tum, with 18 deaths in the former and 4 deaths in the latter. Of the 
22 patients who died, 8 were admitted to the hospital moribund and 
died in the first twenty-four hours, most of them in the first ten hours 
after admission. Our corrected mortality is therefore 9.46 per cent, 
while the gross mortality is 14.86 per cent. 


TABLE III. TYPE or DELIVERY AND CAUSES OF DEATH 


ECLAMPSIA HEMORRHAGE PNEUMONIA PERITONITIS 


Spontaneous delivery 6 

Bag and spontaneous 2 

Forceps 2 

Bag and forceps 2 

Cesarean section 1 1 
Vaginal section 2 1 
Manual dilatation, version, extraction 1 

Manual dilatation, craniotomy 1 

Diihrsen incisions, version, extraction 1 

Craniotomy 

Undelivered 1 


Cesarean section was performed 565 times, or once in every 42 
eases. There were 18 maternal deaths, or 3.18 per cent. 
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Classical sections 529; 16 deaths, or 3.0 per cent 
Two-flap sections 36; 2 deaths, or 5.5 per cent 
4 deaths were caused by hemorrhage (2 low flap) 
2 deaths were caused by postoperative pneumonia 
12 deaths were caused by peritonitis 

3 deaths followed elective section 

2 deaths followed eclampsia 


Of the 10 patients that died undelivered, 4 had cardiac disease with 
decompensation, 1 had fulminating eclampsia, 1 had placenta previa, 
and 1 had a pulmonary embolus; these 7 patients were admitted in 
extremis and died in less than twenty-four hours. Of the remaining 
3, septic thrombophlebitis and pneumonia after the introduction of a 
bag for toxemia, cerebral hemorrhage after ablatio placentae, and 
pernicious vomiting acidosis after eight days of medical treatment, 


were the causes of death. 
(For discussion, see page 864.) 


THE HYDROGEN-ION CONCENTRATION OF THE BLOOD IN 
ECLAMPSIA 


By H. J. Stanper, M.D., anp N. J. Eastman, M.D., BAutimore, Mb. 
(From the Department of Obstetrics, Johns Hopkins University and Hospital) 


HE previously reported changes’ ? in the acid base equilibrium of 

the blood in eclampsia were so marked that we have continued 
this study and have directed our attention particularly to the behav- 
ior of the hydrogen-ion concentration in its time relation to the con- 
vulsion. As stated in previous publications, we believe that eclampsia 
at the time of convulsions is associated with a true acidosis, due to an 
uncompensated alkali deficit, as is demonstrated by a definite increase 
in the hydrogen-ion concentration. We, furthermore, stated that the 
acidosis probably should not be regarded as a causal factor, but rather 
as the result of the eclamptic convulsion, and by itself it is sometimes 
severe enough to cause death. 

A study of eight additional cases of eclampsia has strengthened this 
view, and has furnished more specific information concerning the 
relationship between the convulsion and the Px of the blood. We have 
endeavored to determine the reaction of the blood immediately before 
and after an eclamptic fit, as well as over a period of time during the 
continuance of the convulsive seizures. 

The technic employed in obtaining blood specimens and the meth- 


ods of analysis used are the same as those described in our earlier 
papers. 
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RESULTS 


In Table I are given the Pu readings, corrected to 38° C., in eight 
eclamptic patients at various times with regard to a convulsion. Some 
of these readings were made on blood samples obtained within one 
minute before or following a fit. These findings have been grouped in 
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Whenever we were able to obtain a blood specimen within a few 
minutes after an eclamptie convulsion, the hydrogen-ion concentration 
revealed an increase, which was usually marked enough to signify a 
true acidosis. Following the drop in the blood Py immediately after 
the fit, the blood tends to regain its normal hydrogen-ion concentra- 
tion; and in most of our cases this was accomplished before the next 
succeeding convulsion occurred. 


DISCUSSION 


In this paper we are not reporting blood bicarbonate values, al- 
though in every instance this was determined simultaneously with the 
Py reading. It may, however, be stated that the blood bicarbonate, 
or alkali reserve, followed closely in reverse ratio to the hydrogen-ion 
concentration, and this is in keeping with our earlier findings in severe 
eclampsia. 

In cases of mild eclampsia we noted less marked deviations from 
normal in the hydrogen-ion concentration; and furthermore the blood 
reaction was restored to normal within thirty to forty minutes follow- 
ing the fit. Although we report in Table I three cases of eclampsia in 
which the blood Py did not fall below the lower limit of normal, it 
appears that most, if not all, eclamptie patients will present an acido- 
sis if studied within two minutes following a convulsion. The eclamp- 
tic patient undoubtedly attempts to overcome the marked acidosis 
seen immediately after a convulsive seizure, and should this not be 
accomplished she must inevitably succumb, as it is inconceivable that 
life processes can long continue in the presence of a blood Py below 
7.10. Fortunately, most eclamptie patients are able to restore their 
blood reaction to approximately normal limits by lowering the ear- 
bonie acid by means of deepened breathing, so that it is only the ocea- 


TABLE I. HyproGEN-ION READINGS IN ECLAMPSIA 


BLOOD Py 
. THIRTY MIN. OR NE 
CASE NO. /|EN MIN. OR LESS|TEN MIN. OR LESS ONE HOUR OR 
BEFORE CONVUL AFTER CONVUL MORE AFTER 
1 7.39 7.10 
2 7.25 7.07 
3 7.42 
4 7.10 
5 7.25 
6 7.39 7.39 7.39 
7 7.47 
8 7.13 7.25 
Average | 7.34 7.10 7.32 7.38 


sional woman who needs assistance in the shape of alkali therapy to 
overcome these periods of marked true acidosis. As was stated pre- 
viously, when it is impossible to follow accurately the Pu of the blood, 


STANDER AND EASTMAN: HYDROGEN-ION CONCENTRATION IN ECLAMPSIA 825 


the CO, combining power of the serum affords an approximate index 
of the acid-base equilibrium, and the latter should be closely followed 
in all eases of eclampsia, and particularly when the coma is persistent. 
The inerease in lactic acid, as well as the high organic acids in the 
blood of eclamptie patients, suggests that abnormal acid accumulation 
is the underlying cause of the acidosis. We have previously referred 
to the changes in the carbohydrate chain incident to muscular work, 
which involves the production of lactie acid. 


CONCLUSIONS 


1. Immediately following an eclamptic convulsion, the hydrogen- 
ion concentration of the blood usually increases, and often to the level 
of a true acidosis. 

2. Usually the eclamptic patient overcomes this by such means as 
lowering the carbonic acid through deepened breathing, with the re- 
sult that the periods of acidosis following convulsions are transitory. 

3. When the patient is unable to overcome the acidosis, death may 
result unless antiacidosis treatment be instituted. 

4. The CO, combining power of the blood is a fairly good index of 
the acid-base equilibrium, and should be closely followed in all ee- 
lamptie patients, when laboratory facilities are available. 

5. From previous work on lactic and other organic acids in the blood 
of eclamptic patients, it is probable that these periods of acidosis 
result from accumulation of these acids following the muscular work 
incident to the convulsion. 


REFERENCES 


(1) Stander, H. J., Eastman, N. J., Harrison, E. P. H., and Cadden, F. J.: J. 
Biol. Chem. 85: 233, 1929. (2) Stander, H. J., Eastman, N. J., and Harrison, 
E. P. H.: Am. J. OBstT. & GYNEc. 19: 26, 1930. (3) Stander, H. J., and Radelet, 
A, H.: Johns Hopkins Hosp. Bull. 39: 91, 1926. 


Henning, M. P.: Remarks on Congenital and Acquired Deafmutism. Acta Obst. 
et Gynec. Scandinav. 8: 132, 1928. 


It is frequently difficult to decide whether deafmutism is acquired or congenital. 
The recent investigations of Schwartz and Voss have demonstrated that trauma 
at parturition can affect the brain and ears in such a way as to produce deafness. 
In the newborn and very young infant, the Eustachian tube is short and wide, 
hence inflammation of the ears readily occurs. Such infections may occur shortly 
after birth hence it is recommended by some authors that the secretion shall be 
removed not only from the throat but also from the nose of every newborn and 
there should be disinfection not only of the eyes but also of the nose by some silver 
preparation such as argyrol. The argyrol should be instilled daily for the first 
eight days. 


J. P. GREENHILL. 
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THE CARBON DIOXIDE CONTENT OF THE BLOOD IN THE 
NEWBORN 


A PRELIMINARY REPORT 


By Howarp F. Kane, M.D., F.A.C.S., Aanp JosEPH KREISELMAN, .M.D., 
WASHINGTON, D. C. 
(From the Department of Obstetrics, George Washington University) 


URING the development of the apparatus for the resuscitation of 

the asphyxiated newborn which was described by Kreiselman, Kane 
and Swope in 1928, it became necessary to decide upon the relative 
merits of oxygen and oxygen-carbon dioxide as resuscitating agents. 
Acknowledging the beneficial effects of the combination of carbon 
dioxide with oxygen in adult asphyxia, it seemed doubtful that asphyxia 
neonatorum presented the same pathologie conditions or that it called 
for stimulation of the respiratory centers by means of carbon dioxide. 


In the experiments it was found that pure oxygen, instilled into the 
lungs, and taken up by the blood stream was sufficient to initiate res- 
piration in all eases in which no intracranial damage had been sus- 
tained. In a few eases a combination of 5 per cent carbon dioxide and 
95 per cent oxygen was employed with no difference in clinical results. 


With the cooperation of Drs. Oscar B. Hunter and Tomas Cajigas 
of the Department of Pathology of the George Washington University, 
the carbon dioxide content of the blood of forty-seven newborn infants 
was determined. 


Blood was taken from the cord which was cut as soon as possible after 
delivery. In order to avoid contamination of the blood by air, the cord 
was severed six inches from the abdomen and the end immediately sub- 
merged beneath a layer, one-half centimeter deep, of mineral oil in a 
small wide-mouthed bottle. This layer of oil sealed the specimen while 
it was being collected. Many specimens were not satisfactory due to 
the practical difficulty encountered in holding under the surface of the 
oil, a slippery cord one end of which was attached to an actively moving 
infant. Frequently, too, only one or two eubie centimeters could be 
obtained before the bleeding stopped. 

The forty-seven specimens examined were divided into three groups: 
(1) blood from babies deep in asphyxia; (2) from babies who gasped 
once or twice during the collection of the blood; (3) from babies who 
were born crying. In group (2) it was frequently impossible to deter- 
mine ‘whether or not air was being drawn into the lungs, but it may be 
inferred that some babies succeeded in partially aerating the lungs as 
the earbon dioxide content in this group was found to be between the 
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two. The occasional wide variations within the groups are undoubtedly 
due to faulty technic in collecting the specimens, 


GROUP 1 GROUP 2 GROUP 3 
ASPHYXIATED GASPING CRYING 
53.0 51.0 1 34.4 
2. 59.0 2. 51.9 2 40.0 
3. 40.4 3. 47.0 3 46.2 
4, 59.8 4. 51.0 4 42.0 
5. 66.4 5. 41.4 5. 34.7 
6. 63.0 6. 43.4 6. 48.5 
40.5 42.4 42.4 
8. 51.0 8. 49.0 
Average 54.6% 9. 42.4 9. - 53.0 
10 48.7 10. 54.0 
49.0 57.0 
12 50.0 12. 41.0 
13 48.0 13. 54.0 
14 46.2 14. 32.4 
15. 43.3 
16. 43.3 Average 44.9% 
17 43.8 
18 43.3 
19 48.0 
20 50.4 
21 39.0 
22 * 52.8 
23. 46.0 
24. 56.7 
25. 46.2 
26 55.7 


Average 47.3% 


From this small number of cases it would seem that the carbon 
dioxide content of the blood in the newborn is consistently high; that 
the proportion of carbon dioxide increases with the degree of asphyxia; 
and, therefore, that the addition of carbon dioxide to oxygen as a re- 
suscitating agent is contraindicated. 
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REPORT OF TWO CASES OF URETERAL CALCULUS IN TILE 
FEMALE* 


By Dovueat M.D., F.A.C.S., New York, N. Y. 


CASE 1.—Perforation of the Ureter by a Calculus Complicating Pregnancy.—The 
patient whose history now follows entered the Woman’s Hospital on July 21, 1916, 
aged thirty-six. She was thirty-three weeks pregnant and was delivered normally 
on July 22, 1916. Eight days before delivery, while completing her bath, with one 
foot on the edge of the tub and the other on the floor, she lost her balance and, in 
an effort to regain it, twisted her body. No immediate ill effects were noted but, 
about ten minutes later, when she retired to an adjoining room, she was seized 
with an agonizing pain in the right pelvie region. The pain lasted two minutes 
or more, then gradually subsided, followed by vomiting. On the following day 
she again vomited. No urinary symptoms were noted. 


After delivery a large mass was seen, extending from the lower border of the 
right floating rib to the pelvis. On July 23 the mass seemed boggy and larger. 
On July 28 it was considerably larger, and fluctuation was noted. On August 1 a 
cystoscopiec examination showed the left ureteral orifice to be normal, with normal 
flow; the right not functioning. Length of left ureter was normal. The right was 
obstructed at 15 em. The catheter in the right ureter showed, by x-ray photograph, 
the point of obstruction and showed, also, that the ureter was pushed away well to 
the left and that there was a shadow, which suggested a calculus, in the region of 
the kidney. The comments of the urologist were: rupture of the right ureter, 
injury to the right kidney, and blood clot obstructing ureter or an impacted calculus 
in ureter. 

August 6 the mass greatly increased in size, occupying nearly one-third of the 
abdominal cavity. It was globular in its upper portion, with distinct fluctuation. 
On this date the patient was transferred to the Gynecological Department in my 
care. August 7 I made a right lumbar incision and exposed a large, cystic mass 
from which more than three quarts of turbid urine were aspirated. The opening 
was then enlarged and the lumbar region explored but, as the course of the ureter 
had been greatly distorted by pressure, it was impossible to find it and also im- 
possible to determine the point of leakage. A rubber drainage tube was anchored 
in the fatty space. On August 14 a cystoscopic examination was again made. 
The mucous membrane of the bladder was more engorged than previously. The 
catheter passed in the right ureter was obstructed at the pelvic brim. An x-ray 
shadow in the right kidney region suggested a calculus. Urine continued to pass 
freely through the drainage tube until August 28, when an olive-shaped stone, 
pointed at one end, with its long diameter measuring 1 em. and its short diameter 
% em. was voided. After this stone was passed, drainage through the tube 
diminished. On further x-ray examination, no shadow was seen in the kidney or 
ureteral region. The tube was withdrawn on September 22 and the wound soon 
healed. 

Comments.—It would seem self-evident that some mechanical disturbance oc- 
curred on or about the time at which the patient lost her balance over the bath- 
tub. The initial injury to the ureter probably occurred at the moment of severe 
pain in the right side and ten minutes after the bathtub incident. Reflex gastric 


*Presented by title at the Fifty-fifth Annual Meeting of the American Gynecological 
Society, May 19-21, 1930. 
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symptoms occurred at that moment, but no vesical symptoms were noted during 
the eight days preceding her delivery. Immediately after delivery there was noted, 
for the first time, a large mass, extending from the lower border of the ribs to 
the pelvis, which eventually proved to be a collection of urine in the tissues of the 
lumbar region. Catheterization of the right ureter showed, on several occasions, 
obstruction of the ureter. The urine ceased to flow from the drainage tube soon 
after an olive-shaped stone was passed. 

The escape of the urine into the cellular structure of the lumbar region was 
evidently the result of a puncture through the upper ureter. The illustration 


Fig. 1.—Showing point of injury in ureter and positions of stone in its descent. 


(Fig. 1) shows the probable manner in which this took place. As the olive-shaped 
stone began its descent, its lower or pointed end was caught in the mucosa of the 
ureter. The long axis of the stone then rested across the ureteral passage at an 
angle. The sudden muscle strain, at the time when patient lost her balance over 
the bathtub, forced the rounded end down and to a closer contact with its apposing 
ureteral wall. The persistent pressure of the sharp point occasioned pain and 
resulted in the partial penetration of the ureteral wall. It is probable that per- 
foration of the wall and escape of urine into the tissue of the lumbar region did 
not occur until labor set in. When the puncture occurred, the long diameter of the 
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stone became relatively shortened, permitting the rounded end to assume a lower 
position, in which way the stone was more nearly adapted to the caliber of the 
ureter. During delivery the intraabdominal pressure was sufficient to drive the 
rounded end still further down and, as the stone continued its descent, the pointed 
end became dislodged from the opening and eventually the stone found its way 
into the bladder. > 


OTHER CASES FOUND IN LITERATURE OF PERFORATION OF THE URETER 
BY A CALCULUS 
I have been unable to find, in the literature pertaining to injuries of the ureter 


a case similar to the one above reported. In fact, I have found reported, during 
the past twenty years, only two cases of perforation of the ureter by a stone 


Fig. 2.—(Case 2.) Showing position of stone previous to nephrectomy. 


Both of these were in the male. One was reported by Charles 8. Stern,! in 1910, 
where the stone perforated the intramural portion of the left ureter, and eventually 
escaped into the bladder. No operation was required. 

The second case was reported by James Berry,? in 1920. In this case swelling 
was noted in the lower abdomen on the right side, with pain and urinary symptoms. 
The abdomen was opened in this immediate region, and the swelling was found to 
be retroperitoneal. An incision was then made into the swelling and a calculus 
removed. The caleulus was shaped very much like that found in the ease which is 
the subject of this article; i.e., an olive-shaped stone with a sharp point. It was 
much larger, however, and more irregular at the opposite point. The right ureter 
was examined and an opening found in it, one-half inch in length, through which 
the calculus eseaped. Drainage of the peritoneal cavity and of the ureteral area 
was established, but the patient died, of uremia sepsis, on the twenty-fourth day 
after operation. The autopsy on this ease was of interest, not only in determining 
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the cause of death, but because, in the left ureter, well down in its pelvic portion, 
there was found a very large olive-shaped stone, three or four times larger than 
that which penetrated the ureter on the right side. 


Case 2.—Ureteropyolithiasis. The second report is of a patient, aged forty- 
five, who came under my care at the Woman’s Hospital, January, 1926. The 
records show that five years previously she had entered the hospital on another 
service, with a diagnosis of pyelitis of the left kidney and abscess of the right 
Bartholin gland. Her chief symptoms were a constant desire to urinate, bloody 
urine, lowered vitality, and exhaustion. Urine culture showed colon bacilli and 
staphylococci. Temperature was 103° F.; hemoglobin 36 per cent; red corpuscles 
1,952,000. X-ray with catheter in ureter showed a well-marked shadow in contact 
with the catheter at the left ureteropelvic juncture. There was no shadow in 


Fig. 3.—(Case 2.) Showing catheter coiled around stone which descended into the 
sacculated portion of the ureter. Five years after nephrectomy. 


the kidney region. Treatment included excision of the right Bartholin gland and 
lavage of left kidney. On discharge, five weeks later, her first two symptoms were 
relieved and the red corpuscles rose to 3,280,000; hemoglobin was 58 per cent. 

Five months later she reentered the hospital on the same service. Her chief 
complaints were cloudy urine and a feeling of exhaustion, although she had gained 
twenty pounds during the five months’ interval and weighed 105 pounds. X-ray 
examination of the ureteral tract was again made. The left kidney was found 
greatly dilated and its structure extensively involved. It was then removed, with 
part of the upper ureteral tract. A free stone, the size of a cherry, was found in 
the lower pole of the kidney. 

During the five years’ interval between her first admission to the hospital and 
the time when she came under my direct care in January, 1926, she became what 
might well be considered a gynecologic case. The ureteral stone, which in the first 
x-ray study was found at the ureteropelvic junction, was at this time found at 
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the juncture of the ureter and bladder, and a catheter in the left ureter could be 
passed only 15 em. and in the right 31 em. Normal urine flowed from the right 
side, but, from the left there was a stream of pus (gram-negative colon bacilli), 
The x-ray picture of the left ureter showed the catheter coiled around the stone in 
the lower portion of the ureter. Stereoroentgenograph, with catheters in position, 
showed a distinct dilatation of the lower portion of the ureter. The left ureter was 
injected with 8 e.c. of a 12 per cent solution of sodium iodide which 
picture of a greatly distended ureter. 

Vaginal examination showed a mass of considerable size on the left side and, 
on the right, an adnexal mass of lesser size. Operation January 14, 1926: A 
median, abdominal incision was made below the navel. On opening the pelvie 
cavity, the adnexae were found firmly agglutinated to the base and under-surface 
of the left broad ligament. The tube was greatly thickened and the ovary very 


gave a 


Fig. 4.—(Case 2.) temoved pelvic portion of ureter. Stone is seen in sacculated 
area laid open. 


much enlarged and cystic. These were freed and removed. The right adnexa was 
also adherent. The tube, a hydrosalpinx, was removed and the adherent ovary 
freed. At the base of the left broad ligament the greatly thickened and distended 
ureter could be easily traced from the cervical area to above the iliopectineal line. 
The posterior surface of the left broad ligament was incised, and the tissue sur- 
rounding the diseased ureter was freed upward toward the infundibulopelvie liga- 
ment. The freeing of the ureter was continued to within a short distance of the 
iliopectineal line, where a window was made in the mesentery of the sigmoid, and 
the engorged vesicles of the mesentery were thereby not injured. Through this 
window the separation of the ureter was continued upward. Another window was 
made still higher and, through it, the freeing of the ureter from its surrounding 
tissues, up to the crest of the ilium, was completed. The upper portion of the 
ureter, being then freed, was pulled down out of its bed and brought into the pelvis. 
The mesenteric windows were then closed. 
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In freeing the ureter, the real difficulty encountered was in the broad ligament 
and bladder regions. Here it had to be cut away with scissors, as the surrounding 
tissue was very dense and the ureter firmly attached to it. A small opening was 
accidentally made through the ureteral wall and pus escaped, soiling the field of 
observation. The ureter was tied off at its base in close proximity to the bladder, 
chromie gut being used. Because of the soiling of the pelvis, and because of 
the degenerated condition of the ureteral tissue, it was deemed wise to drain the 
pelvic cavity. Two cigarette drains were placed at the base of the broad ligament, 
emerging through the lower angle of the abdominal wound. A self-retaining Sims 
eatheter was placed in the bladder but, on the sixth day, the abdominal dressings 
were found saturated with urine. The bladder was irrigated for twenty days. Drain 
was removed on the tenth day. Abdominal wound closed on twentieth day after 
operation. 

The advantage of the median abdominal approach would seem apparent in this 
instance, because of the mixed pathology and the low area of ureteral involvement. 
Had the ureter been approached retroperitoneally, the difficulty in freeing it at the 
base of the broad ligament would have been much greater and the freeing accom- 
plished with less exactness. Also, had success been met with, the gynecologic 
pathology would have complicated matters very much and would, from necessity, have 
been left to be dealt with at another time. 

The patient made an uninterrupted recovery and has remained in good health. 
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Fischer, W.: Gangrene of the Forearm in the Newborn. Arch. f. Gynik. 136: 
180, 1929. 


The author reports a case of gangrene of the forearm in a newborn infant which 
proved fatal on the fourteenth day. Autopsy showed an extensive thrombosis in- 
volving the right radial, ulnar, brachial and axillary arteries and veins with extensive 
embolism of the left pulmonary artery, left lung infarction, portal vein thrombosis 
and both cutaneous and gastric hemorrhages. The author believes that trauma at 
birth, of both arteries and veins, leads to an ascending thrombosis of the brachial 
and axillary veins and finally to a thrombosis of the pulmonary artery. 
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REPORT OF A CASE OF FETAL GENERALIZED EDEMA 


By Joun Josepn M.D., F.A.C.S., anp Irvine AuLp, M.D. 
Cricaco, ILL. 
(From the Wesley Memorial Hospital) 


DEMA of the fetus is a rare condition, not a pathologie entity, but a group of 

structural morbid changes characterized by general anasarea, by the presence 
of fluid effusions, and usually by edema of the placenta and results in death of the 
fetus before, during, or soon after birth. 

Clinical histories show the mothers to be seldom under thirty years of age, 
usually well advanced in child-bearing life and having had a number of pregnancies, 

This case which we are reporting conforms to all of these enumerated charace- 
teristic conditions. Furthermore, it definitely demonstrates a positive method of 
antenatal diagnosis not previously mentioned in the literature. 

Mrs. H. J., born Mareh 13, 1898, of white German-American parents, married 
August 2, 1920. The husband, thirty-four years of age, is in good health. No 
previous illness, accident, or operation. Family and personal history have no 
bearing on this case. Syphilis, cancer, tuberculosis, and nephritis are excluded. 
Her menstrual periods began when she was thirteen years old and when she was 
not pregnant, have been regular, painless, thirty-day type and lasting five days. 

Her pregnancies have been as follows: 

First, October 7, 1922, full term, long labor, a forceps delivery, girl, stillbirth. 

Second, November 27, 1923, full term, normal labor, girl, living and well. 

Third, August 16, 1925, full term, normal labor, girl, living and well. 

Fourth, November 13, 1927, full term, normal labor, girl, Mongolian-type idiot, 
living. 

Fifth, June 16, 1929, seven and one-half months, breech extraction, male, still- 
born, general edema. 


HISTORY OF PRESENT PREGNANCY 


Last menstruation November 4, 1928. The pregnancy progressed in a normal 
way. No nausea. Some depression for first six weeks. Felt life March 20, 1929. 
Except as compared with her previous experiences, the uterus seemed more dis- 
tended than usual for the same period of gestation and fetal movements were 
sluggish but more painful. Slight edema of ankles during latter three months of 
pregnancy. 

Labor began June 16, 1929, at 9 A.M. Examination revealed a baby of unusual 
size for the calculated seven and one-half months. The breech presented, small 
parts were easily palpated and were less supple than normal. The body was un- 
usually rigid and distended. A réntgenogram (Fig. 1) showed a baby of apparent 
full-term size, with flaring ribs and distended arms which upon delivery was ex- 
plained by the edematous condition of the fetal body. 

The bag of waters, with no increased fluid, ruptured at 4:15 P.M., and a foot 
appeared at the vulva. At 4:32 p.m. a dead six pounds and 13 ounces male child 
was delivered without difficulty except for the extra traction required to draw out 
the enormous abdomen. Eight minutes later the three-pound edematous placenta 
was expelled. The uterus contracted firmly and the mother’s puerperium was un- 
eventful. 
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On June 18 the infant corpse was examined by Dr. Stuart L. Vaughan, pathologist 
at Wesley Memorial Hospital. 

Weight 3057 gm., high-grade general anasarea present, tissues pit on pressure, 
eyes swollen shut, ears cauliflower shape, marked edema of the penis, enormously 
distended abdomen. 

The main incision divides a thick panniculus from which fluid drains; the ab- 
dominal eavity yields 650 ¢.c. of clear amber fluid; the pleura is smooth, and 
pleural cavities contain only a small amount of fluid; all internal organs show 
marked anemia and edema; tongue and pharynx are normal; marked edema of 
glottis; moderate amount of clear fluid in trachaea and bronchi; thyroid not re- 
markable; thymus is small, weighs 4 gm.; well separated lobules; the medulla, with 
many Hassell’s corpuscles, poorly differentiated from cortex; lungs reddish, pale, 
entirely atelectatic, do not crepitate, blood vessels congested, cut surface, grayish- 
yellow and red. 

Pericardial sac contains normal amount of fluid. Heart normal size, muscle 
pale, walls normal thickness, cavities normal size, foramen ovale widely patent and 
shows a valve-like membrane. The ductus arteriosus is widely patent and, although 
of the same caliber as the pulmonary artery, has a different appearance, as its 
lining is bluish in color and wrinkled. 

The liver weighs 140 gm., microscopically congested and an enormous number 
of hematopoietic foci, conglomerate in places. 

Spleen several times normal size, weighs 25 gm., pulp richly cellular, follicles 
poorly developed. 

Adrenals and kidneys show marked pallor and a high grade of putrefaction, 


microscopically, congestion and edema. Glomeruli appear underdeveloped. Gastro- 
intestinal tract not abnormal. 


PATHOLOGIC DIAGNOSIS 


(1) Abnormally patent ductus arteriosus. (2) General anasarea and congestion 
of organs. (3) Fetal atelectasis. (4) Hypoplasia of thymus. (5) Hypertrophy 
of spleen with hypoplasia of follicles. (6) Hematopoiesis of liver. (7) Kidney 
underdeveloped. (8) Placenta, large, pale, edematous, weight 1361 gm. 
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AMERICAN GYNECOLOGICAL SOCIETY 
FIFTY-FIFTH ANNUAL MEETING 
Hot Springs, Virginia 
MAY 19 TO 21, 1930 


(Continued from November issue) 


12. The Method of Delivery and End-Results of Two Hundred Twelve 
Cases of Occiput Posterior Position, by Dr. Norris W. Vaux, 
Philadelphia, Pa. (For original article see page 782.) 


DISCUSSION 


DR. BENJAMIN P. WATSON, New York, N. Y.—Given a normal pelvis, a 
normal head, and a normal-sized child, the L.O.P. or R.O.P. position is the com- 
plication most likely met with. The figures presented were extremely interesting, 
especially those relating to the results following version. At the same time, I 
cannot quite bring myself to the idea that version should be a routine procedure in 
the treatment of occipitoposterior eases. After all, over 50 per cent of Dr. Vaux’s 
eases terminated normally and were delivered without any interference whatever. 
I think if it were advocated that version should be a routine procedure, when an 
occipitoposterior position was diagnosed, the results all over the country would not 
be as good as they are at the present time. 

I should like more particularly to draw attention to a method of treatment 
which has received very little attention in this country: namely, the possibility of 
changing the occipitoposterior position to an occipitoanterior one in the latter part 
of pregnancy. This is a method to which attention was first called in Britain by 
Buist of Dundee, who gave figures relating to it. Hamilton in Edinburgh also 
published a series of eases in which he showed that he could change the position 
in a large percentage of the cases. I have always adopted this method in private 
practice and have found it to work extremely well. If you find that the position 
is an occipitoposterior one, say two weeks before the patient is due, it is usually 
a very easy matter to convert it into an occipitoanterior position simply by placing 
a folded hand towel between the anterior superior spine of the mother and the 
anterior shoulder of the child, and holding it there with a binder or some adhesive 
plaster. Leave it on for twenty-four hours, and you will find in the majority of 
cases that the shoulder has been foreed around and the head has become engaged 
in an occipitoanterior position. I have done that in all of my private cases and 
have never known it to fail in the last four years. We are at present working it 
out in a greater number of eases in the elinie and in the course of a year we 
shall have some figures to present. We try to do cephalic version when we discover a 
breech presentation and we succeed in a certain number of cases, but in a very 
much larger number of cases we can succeed in converting an occipitoposterior posi- 
tion into an oecipitoanterior one in the way I have described. 


DR. EDMUND B. PIPER, PHILADELPHIA, Pa.—I do not believe that Dr. Vaux in- 
tended to advocate version for oecipitoposterior position except in the cases where 
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it is particularly indicated. I took my figures from the Lying-In Service at 
the hospital to see how closely they related to Dr. Vaux’s figures. Im a period 
from June, 1927, to January, 1930, there were 1151 deliveries and 184 occip- 
itoposterior presentations, or 15.9 per cent. Cephalic presentations were 1108: 
breech presentations, 37; transverse, 6. The positions in cephalic presentations 
were: L.O.A. 51.9 per cent; L.O.P. 9.2 per cent; R.O.A. 31.3 per cent; R.O.P. 
7.4 per cent; face 0.1 per cent. The method of delivery in 173 cases of posterior 
occiput was: podalie version 54; forceps, mid and low, 35; spontaneous, 84. Mor- 
bidity of the mother in reference to the method of delivery showed version mor. 
bidity, 42.6 per cent; forceps morbidity, 34.2 per cent; spontaneous, 32.1 per cent. 
There was no maternal mortality. 

The fetal mortality in posterior occiput cases was uncorrected; all cases over 
four and one-half months. The total fetal mortality, including stillbirths, was 
4.04 per cent; stillbirths, 6, or 3.44 per cent; neonatal deaths, 1, or 0.6 per cent. 

Tabulation of fetal mortality cases: 

1. Version, full term, macerated, stillborn fetus (Wassermann negative). 

2. Version, full term. Emergency version beeause of placenta previa. Mul- 
tipara, child stillborn, dying of fracture of vertebra and tear of tenorium. 

3. Version. Primipara, maternal heart disease. Child stillborn. Autopsy, intra- 
eranial hemorrhage. 

4. Forceps, Scanzoni maneuver. Patient in labor long time after rupture of 
membranes. Bandl’s contraction ring present. Intrapartum death of child due to 
intracranial hemorrhage. 

5. Spontaneous delivery. Stillbirth, full term, macerated fetus. 

6. Spontaneous delivery. Premature separation of placenta. Stillborn, pre- 
mature (seven months) child. 

7. Spontaneous delivery. Child died on third day of prematurity and con- 
genital syphilis. 

Fetal mortality in reference to type of delivery: 


Version (fetal mortality) 5.5 per cent 
Forceps (fetal mortality) 2.8 per cent 
Spontaneous (fetal mortality) 3.5 per cent 


Birth injury (nonfatal) in reference to type of delivery: 
Version 0 
Forceps 2 or 5.6 per cent 
(Both proved to be eases of intracranial hemorrhage) 


Spontaneous 0 


The uncorrected mortality was 3.8 per cent; the corrected mortality is 1.1 per 
cent. 
Birth injuries that were nonfatal included two proved cases of intracranial 


hemorrhage and they recovered. 


DR. HERBERT M. LITTLE, Monrreat, CANADA.—The discussion has proved 
that it is best to do something with these eases before they have gone too far. 
If the position can be changed, the results are satisfactory; and the eases that 
go wrong do so because they are left to become impacted. It does not make much 
difference what one does so long as he does the thing he is qualified to do. 

In my experience in the last ten years with 123 R.O.P. cases, one woman with 
influenza died and her baby died. That was the only fatality among the mothers, 
and only four additional babies died. Of these, two were high forceps deliveries, 
one after laboring for four days and the other after sixty hours. One baby delivered 
with low forceps died of intracranial hemorrhage, and a fourth left too long, de- 
veloped an extensive cephalhematoma, the hematoma became infected and the baby 
died. 
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Normal labors were about in the same proportion as in Dr. Vaux’s cases (there 
were 56 out of the 123), and there were only six versions. All the rest were 
forceps deliveries, forty of which were done at the completion of the first stage 
when the head was mobile. The forceps were applied to the sides of the head 
and with traction, rotation took place. This is not the Seanzoni method. 

For fifteen years we have taught that the proper time to deliver these patients 
is when the cervix is fully dilated and the head is still movable, then one ean go 
ahead with certainty. Apply the forceps and make traction, and in 90 per cent of 
the eases the head will rotate forward. After this rotation, the forceps is removed 
and reapplied for extraction. Should rotation result in a directly posterior position 
of the occiput, extraction ‘*O.P.’’ follows as a matter of course. I think our 
statistics prove that this is a fair way to handle these cases. If the head shows 
no signs of advance once the cervix is dilated and the membranes ruptured, and the 
obstetrician believes he can do a version better than a forceps operation, let him 
do it by all means, but the double application of the forceps is the simpler, and for 
me, the better way to deliver. 


DR. WILLIAM E. CALDWELL, New York, N. Y.—In one of Dr. Ballantine’s 
publications he states that the majority of our difficult obstetrie operations are 
brilliant recoveries from positions that might have been prevented. I am glad 
that Dr. Vaux has ealled attention to the large number of cases with occipitopos- 
terior positions that come to labor and frequently proceed to a prolonged labor un- 
diagnosed. 

Dr. W. E. Studdiford in a review of breech presentations for the White House 
Conference is also finding that a great number of such presentations are not di- 
agnosed until labor. A very large proportion of the cases that we see in con- 
sultation on account of dystocia are due to unrecognized occipitoposterior positions 
with extended head. The majority of failed forceps cases are due to unrecognized 
oecipitoposterior positions or to an attempt to rotate the child’s head in the small 
diameters of the pelvis or through undilated cervices. 

We all agree that we should perfect ourselves in external palpation and teach 
it to our students and that it is the most important method of examination before 
labor and in the early part of the first stage, before the membranes are ruptured. 
Oceasional rectal examinations combined with careful external palpation will give 
all the information that is necessary to the proper handling of a case in the vast 
majority of labors. The correction of the torsion of the uterus, the application 
of pressure to the anterior shoulder as advoeated by Dr. Watson, the use of binders 
and posture to fit the child’s head into the brim before the woman has become ex- 
hausted will greatly reduce the incidence of undilated cervices and difficult op- 
erations. 

There is a tendency to brag about the number of labors conducted without vaginal 
examinations. I believe the danger of properly conducted vaginal examinations 
has been greatly exaggerated. 

A. B. Davis did not find an increased morbidity in the 80,000 deliveries in the New 
York Lying-In Hospital where very frequent vaginal examinations are made. The 
midwives in England and in the Scandinavian countries reporting a very low mor- 
bidity are allowed to make vagial examinations. 

Bailey does not show a decreased morbidity in the Bellevue Service in spite of 
limiting both vaginal and rectal examinations to the minimum. The very large 
number of cases reported of women dying from sepsis where no vaginal and no 
rectal examinations were made, as well as the recent bacteriologic examinations 
made during labor and at the end of the third stage, must convince us that the 
majority of such infections occur at the time of delivery and especially in the 
third stage of labor or immediately afterward. I think we should urge more care- 
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ful combined external and vaginal examinations in delayed labor, or in labor that 
has ceased to advance, and long before the woman becomes exhausted, when there 
is some chance of saving her from difficult operations which become necessary in 
neglected cases. 

Dr. Virgil Damon at Sloane has reviewed 475 cases of occipitoposterior positions 
in slightly over 10,000 labors where the head failed to rotate and when the rotation 
and delivery were assisted. Among these 475 cases, 22 delivered spontaneously as oe- 
cipitoposterior. These were mostly in multipara and usually were very small babies; 
292 of the 475 cases occurred in primipara and 183 in multipara. Among the 
multipara, the previous labors showed 38 forceps, 5 versions and 4 breech extrac- 
tions with 10 stillbirths. One hundred and forty-eight or 30 per cent of the 475 
cases showed contracted pelves as follows: Male, 55 or 38 per cent of abnormals; 
generally contracted, 39; simple flat, 40; rachitic, 4; oblique contracted, 3; normal 
pelves, 327. 

The average labor for all cases was nineteen and one-half hours, the maximum 
eighty-six hours, and the minimum two hours. The delivery of these cases showed 
manual rotation in the hollow of the sacrum followed by normal delivery in 131 
cases, manual rotation in the hollow of the sacrum followed by low forceps in 90 
cases, and rotation in the hollow of the sacrum by the use of one or both blades 
and then followed by forceps extraction in 214 eases. Fourteen versions and four 
cesarean sections were done; 60 per cent of these cases showed lacerations; 95 first 
degree, 97 second degree, 9 third degree, and episiotomies in 83. Lacerations of 
the cervix were noted in 12 cases. Only 59 cases, or 12 per cent of the 475, had early 
rupture of the membranes. In 12 cases there was a severe postpartum hemorrhage. 
There were 3 maternal deaths among the 475 cases; 1 from embolus, 1 in a woman 
with a serious cardiac lesion and 1 in a toxemia of pregnancy with premature 
separation of the placenta. There were 11 stillbirths and 5 cases that showed 
slight, temporary birth injuries. In 16 cases, the baby though delivered alive died 
within a month; 4 from prematurity, 4 from bronchial pneumonia after prolonged 
labors, 4 not autopsied, 2 from cranial injury, making an infant death rate of a 
little over 5.68 per cent. 

I believe that occipitoposterior position with extended head accounts for a very 
large proportion of cases of dystocia both in the first and second stage, that the 
majority of the neglected cases are due to this complication and failure to make 
an early diagnosis and institute the proper treatment. The important procedures 
are to fit the head into the brim and to maintain flexion. A child’s head should 
never be rotated in the small diameters of the pelvis and can usually be rotated 
easily in the planes of the greatest diameter. I would urge vaginal examinations 
carefully done even under an anesthetic when labor is not progressing satisfactorily. 

I agree with Dr. Vaux that version is frequently indicated in the conditions 
which he has mentioned and that it is the easiest way of delivering many cases of 
dystocia due to occipital posterior position. 


DR. COLLIN FOULKROD, PHILADELPHIA, Pa.—At least 50 per cent of the oc- 
cipitoposterior positions that I see have premature ruptures of the membranes before- 
they go into labor. Dr. Vaux reports scarcely 5 per cent of premature rupture. 
If a woman comes to me with premature rupture of the membranes my procedure 
is entirely different from the one I would use for the patient with a perfectly normal 
onset of labor, with membranes intact. 

It seems to me that the management of the labor from the very beginning is 
the most important part of the treatment. If I remember correctly, at least 
50 per cent of Dr. Vaux’s cases had contracted pelves. This class of patients 
with unruptured membranes presenting for delivery does not offer a good field for 
version. I think, in dealing with an occipitoposterior, with unruptured membranes, 


| 
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and with a contracted pelvis, there should be some consideration given to cesarean 
section before we consider version. Version has a place in oeccipitoposterior position 
which has been definitely settled and allocated for a number of years. In patients 
who after a long first stage of labor have been unable to engage the head or if 
engaged it is not in midpelvis, and is not then easily delivered by forceps, we must 
consider delivery either by high forceps or version, the decision depending on the 
individual’s ability to do one or the other. 


DR. ROBERT L. DICKINSON, New York, N. Y.—In the Brooklyn Hospital 
an effort has been made for the last twenty years to try to limit the use of forceps 
rotation in occipitoposterior positions because younger and unskilled operators do 
considerable damage to the child and often to the mother. The method spoken of 
by Dr. Watson, attempting to correct the position before labor, is very good. I 
developed and taught a method of rotating through seizure of the anterior ear by 
two fingers in the vagina, correcting the position by pressing on the shoulders 
(American Medicine, Sept. 7, 1901.) We have used this method and the Pomeroy 
method with good results for many years. He freed the head, shoved it back 
over the brim of the pelvis, under anesthesia, doing an overcorrection of 180 degrees 
and then holding until the head locked down into the pelvis. It is suited to 
eases on which version is feasible. 


DR. JOSEPH L. BAER, CuiIcaco, ILL.—I should like to ask Dr. Vaux whether 
these versions are undertaken when labor has definitely ceased to progress or 
whether they are elective in spite of normal progression of labor? If it is an in- 


terference in the normal progress of labor I confess that I do not feel free to 
subscribe to that procedure. 

The preservation of membranes in so overwhelming a percentage is quite out of 
the ordinary. 

The procedure that I favor is noninterference in oceipitoposterior position in 
the presence of normal progress of labor with no disproportion. Only if the 
head comes to a complete standstill at any level in the pelvis do I feel justified 
in interfering, and then only in the presence of complete dilatation. 

Relative to the importance and harmlessness of vaginal examinations carefully 
done, my associate, Dr. Ralph Reis, made a study of 609 patients examined 
vaginally, 271 examined rectally, and 106 not examined. The morbidity curves 
were practically parallel in the three series. 


DR. VAUX (closing).—Dr. Watson in correcting the posterior position before 
the onset of labor, has given us an admirable suggestion. As I showed in my 
paper, we have attempted to correct the position of the child in only four instances 
before the onset of labor. 

I think Dr. Piper’s remarks carry out more fully the points that the others have 
made. We do not elect to interfere in the labor in the posterior position cases 
until the labor has ceased to progress for two hours. At the end of that time 
when the cervix is fully dilated and the membranes are unruptured we elect then 
to do a version in preference to a forceps application and a rotation of the head 
in the midpelvis. We are opposed to any maneuver in the small diameters of the 
pelvis. Preferably in the forceps cases we pull the head down and rotate it in 
the lower, and wider diameter of the pelvis, and I feel that it is a great mis- 
take to attempt to rotate the head by forceps at any station in the pelvis other 
than at the pelvie floor. If you wish to rotate the head manually that is another 
thing; if the head is in the small diameter it is best accomplished by pushing it 
back and rotating it, but to rotate it by forceps in the midpelvis or where the 
diameter is the smallest in the pelvic girdle, one is bound to encounter difficulties 
and to get bad results for the child and in many instances bad results for 
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the mother. 1 attempted to show in the paper that the percentage of lacerations 
of the pelvic structures by forceps is greater than the lacerations which were the 
results by version. 

The question that Dr. Little brought up is one that I have stressed in my 
paper, that is in letting cases go too long in labor in the posterior position. We 
elect to do the version to get away from that very thing where the specific indica- 
tions are present; where labor has ceased to progress for two hours, instead of 
letting them go on, we elected to do the version in thirty cases over the 133 delivered 
spontaneously and the 53 delivered by forceps, and I think we had better results 
in so doing. 


13. Vaginal Hysterectomy Under Local Anesthesia, by Dr. George 
Gellhorn, St. Louis, Mo. (Published in Surgery, Gynecology and 
Obstetrics, October, 1930.) 


DISCUSSION 


DR. ROBERT L. DICKINSON, New York, N. Y.—Dr. Gellhorn has kindly 
referred to the series of vaginal hysterectomies done by two suture ligatures, 
presented at the International Congress of Medicine, London, 1913. (Jour. of 
Obst. and Gynec., British Empire, Sept., 1913.) A curious fact to a man who has 
been forty-five years or so at this work, is that the former skill of gynecology is 
apparently lost. I have harped endlessly on the fact that we have had to perfect 
our methods before we dared open the battle on the general surgeon. Many of 
the tricks that we learned were afterward neglected. Now we may as well hand over 
gynecology to the general surgeon as he summons us to do unless we have some 
methods of office expertness and some operations which the surgeons have not. 
The speculum of Sims is now little used in the hospital of Sims. In the same 
way mcny of the old aids to diagnosis have become almost lost. I have seen a 
former Chicago gynecologist with an office in which was a pair of rubber gloves 
but not much else. That principle applies exactly to the operation now in ques- 
tion. This is truly a specialist’s operation. Let us either keep it and other re- 
finements in their proper place and keep doing them or turn hysterectomy and 
gynecology over to the general surgeon. The younger men are not being trained 
in vaginal hysterectomy. 

Since the Le Fort operation we no longer have to treat the prolapses that can be 
held up otherwise. The cases of uncontrollable climacteric bleeding and those 
who formerly required a vaginal hysterectomy operation are largely taken care of 
by radium and this has made us lose some of the skill that we formerly had. 

It is the operation of Goff that was described here, plus some simplifications of 
mine. One of the things that was not brought out was the carrying of the pro- 
lapsed bladder up behind the ligaments. It is now called the Mayo operation 
except that they put on a number of clamps and then proceed to do the suture. 

The lessened shock of vaginal operation, the applicability to older women, the 
fact that the woman who has to lift burdens is not in good condition to do it 
when she has a recent laparotomy wound, make the operation of vaginal hysterectomy 
much more satisfactory in cases adapted to it. 


DR. LILIAN K. P. FARRAR, New York, N. Y.—Dr. Dickinson comes fre- 
quently to the hospital founded by Marion Sims but he stops on the first floor. 
How can he know what operations we are doing on the sixth floor? Vaginal 
hysterectomy is frequently done at the Woman’s Hospital under local anesthesia. 

There is one point I would like to make: we fasten the broad ligament 
anteriorly to the suprapubic fascia to prevent cystocele. We fasten the utero- 
sacral ligaments posteriorly to prevent enterocele. 
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DR. GEORGE GRAY WARD, New York, N. Y.—Replying to Dr. Dickinson’s 
remarks about the Sims speculum not being used at the Woman’s Hospital, he is 
mistaken. He apparently did not happen to see me use it for I frequently do. 


DR. JOHN A. McGLINN, PHILADELPHIA, PA.—There were two points in Dr. 
Gellhorn’s paper worthy of especial attention: first, the ability to operate on 
very old people under local anesthesia. It renders what might be a dangerous 
procedure under inhalation anesthesia or spinal anesthesia a comparatively safe 
operation. It is possible to do abdominal operations or pelvic operations under 
local anesthesia plus morphine and scopolamine. In a large series of cases we 
have done a number of vaginal hysterectomies, with equally good results so far as 
the comfort of the patient is concerned by simply carrying the morphine and 
scopolamine a step further, by adding to it one-twelfth grain of apomorphine, 
which relaxes the patient and the operation can proceed for two hours or more if 
necessary. 

In reference to the interposition operation, I reported a case of cancer of the 
cervix following an interposition operation some time ago and there were a. 
number of cases reported here at that time. Immediately after that paper there 
was another case of cancer of the cervix reported and since that time I have had 
a second ease develop after an interposition operation. We feel now that if there is 
any suspicion at all either from the curette scrapings as to their character (we 
always curette before doing that operation), or if the cervix is badly diseased we 
resort immediately to a vaginal hysterectomy and then interpose the broad liga- 
ments. 


DR. GEORGE GRAY WARD, New York, N. Y.—It has been mentioned twice 
that credit for the interposition of the broad ligaments beneath the bladder was 
due to Dr. Goff. As I understand it, that is not so. The operation which Dr. Goff 
published was to unite the broad ligaments together, but if you will remember in 
his operation he sewed the bladder to the under side of the united broad liga- 
ments. He did not interpose the broad ligaments underneath the bladder. I have 
always supposed that it was the Mayos who brought that out. The credit of 
uniting the ligaments, however, belongs to Dr. Goff. 


DR. JOHN A. McGLINN, PHILADELPHIA, Pa.—I had been doing the Goff op- 
eration No. 2 and one day in pulling down the united broad ligaments found that 
the bladder slipped over the posterior side, which antedated what the Mayos did, 
but I never published it. Dr. Goff said he frequently did that and for that 
reason I gave him the credit. 


PROF. E. H. ZWEIFEL, Municu, GerMANy.—I only wish that Dr. Gellhorn 
might read his paper at one of our Congresses and that Dr. Dickinson might give 
the same discussion that he has given here. It is certainly a great pity that 
vaginal hysterectomy is not performed as often as it used to be, and there is of 
course a reason why so many of the gynecologic operations are now performed 
by the general surgeon. 

For the old patient this operation of vaginal hysterectomy is very important, 
as well as the giving of local anesthesia for the purpose of avoiding pneumonia. 

I should like to ask Dr. Gellhorn if he has also made use of sacral anesthesia 
and how he has found that it compares with local anesthesia. 


DR. N. SPROAT HEANEY, Cuicaco, [Lu.—There are two points that deserve 
special consideration in Dr. Gellhorn’s paper: first, the benefit of the vaginal 
hysterectomy; second, the benefits of local anesthesia. 

Until the use of ethylene came in I was a strong advocate of local anesthesia 
in elderly women, but since the use of ethylene I have done no operations under 


ions 

the 

my 

We 
ica- 

of 
red 

Its 

ge 
nd 
ily 
es, 
of 
1as 

is 

ct 
of 
er 
ne 
rt. 

e 

a 
es 
e- 

d 
ye 
e 
f 
‘ 


844 AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


local anesthesia. Those of you who are not aware of the effects of ethylene I would 
refer to the Report of the Committee on Anesthetics in the Journal! of the American 
Medical Association. The index of the Presbyterian Hospital in Chicago does not 
keep account of the work according to operations but according to disease, so ip 
March of 1922 I began to keep my own index and since that time, which prae- 
tically coincides with the use of ethylene, I have collected all cases in which I 
have done vaginal hysterectomy and I have compiled 327. I had three deaths in 
these 327 cases. The first case was a woman with fibroids and menorrhagia. She 
died from peritonitis and I suspect from the history taken afterward an attempted 
abortion was made on this woman because the uterus itself had an acute endo- 
metritis. The second case was a patient who had previously been operated upon 
and at the conclusion of the operation I injured the gut and sewed it up by the 
vaginal route very satisfactorily. Subsequently she had an obstruction of the 
gut. I delayed reopening her and found that it was due to an injured gut from 
a previous abdominal operation. The suture in the gut had held but the operation 
was too long delayed and the patient died. 

The third case that died was a patient who had an early carcinoma and instead 
of preliminary treatment with radium and operation subsequently, three months 
later I operated and gave radium at the same time which was a mistake, and she 
died on the sixteenth day of peritonitis. 

Three deaths in 327 eases of vaginal hysterectomy do not have a great variety 
of causes. Twelve of these cases were carcinoma of the cervix, extremely early. 
The patients who were inoperable were treated by radium. None of them were op- 
erated upon earlier than three months after the radium administration. Four of 
these cases were carcinoma of the body of the uterus. One of the cases illustrates 
particularly well, I think, my chief objeetion to a local anesthetic in people where 
a loeal anesthetic would be indicated, and that is the poor risk. Nineteen of these 
patients were sixty years of age. Sixty-three were nulliparous women. One ease 
was a woman who had a very serious heart lesion and her doctor wanted her treated 
with radium. She had earcinoma of the body of the uterus and she was quite 
obese. She came to the operating room first without any morphine. Patient 
became excited and wanted to know whether she was not going to be put to 
sleep; developed an acute condition of the heart and pulmonary edema. She was 
uneonscious for 2 moment or two and was sent back to her room and treated for 
a week or ten days by the internist. Then when we felt she was in good condition 
again we gave her morphine in the room, took her to the operating room, anes- 
thetized her on the table and did a vaginal hysterectomy. Patient made a good 
convalescence. 

The woman who contemplates an operation under a local anesthetic will find 
plenty of people who will tell her of their experience under a local anesthetic and 
instill a good deal of fear into her mind. 

The patient above referred to returned after three months and I found a 
sponge in the wall of the vagina and some granulation tissue. I had her put on 
the operating table and tried to persuade her that under local anesthetic the opera- 
tion would be over in a few moments and she would not feel any pain. She said 
she was going to die, she became blue and looked bad and before we could get 
her feet down she had an acute dilatation of the heart, acute pulmonary edema, 
and died in the operating room. This patient died three months after she had 
gotten over the operation with a general anesthetic. That is my objection to local 
anesthesia; the fear of the patient is the very worst thing for one who is a poor 
surgical risk. I think this series done under ethylene with no deaths due to 
anything but surgical complications certainly shows that ethylene as a_ general 
anesthetic is fairly safe for doing vaginal hysterectomies. 
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DR. JOSEPH P. DELEE, Cuicaco, ILtu.—I have had quite a little experience 
with local anesthesia and I am econvineed that where local anesthesia is possible 
it is the best anesthetic that can be used. It has certain limitations. When 
Sir James Y. Simpson tried to introduce chloroform as an anesthetie he had 
this experience: He told the surgeons he had a new anesthetic which he wanted 
to try out. One day they sent for him to administer chloroform to a young man 
obout eighteen years of age who had an inearecerated hernia. As he entered the 
room the boy died, simply from fear of the operation. Now, if that boy had gotten 
two or three whiffs of chloroform the history of chloroform might have been dif- 
ferent. There is no question that some patients fear an operation but many 
fear the operation no more than they do the anesthetic. You ean get the mind in 
a proper state by a proper psychologic approach. If a man has an ‘‘ understanding 
heart’? he can do wonders with local anesthesia. Regarding local anesthesia in 
general, it stands to reason if you can get along with an anesthetic which will 
not involve the general system, other things being equal, that will be much better. 

We have used ethylene to some extent but are not as enthusiastic about it as 
Dr. Heaney is. Speaking for the masses, I would say that ethylene is not with- 
out danger. Women often vomit during the operation. Postoperative bronchitis 
is not so frequent but it does occur, and the vomiting often tears the abdominal 
suture and predisposes to postoperative hernia and rupture of the sear. In in- 
troducing local anesthesia in the low cervieal cesarean section I had difficulty 
convincing everybody that it was safe. Especially our cardiologist thought it 
would increase the blood pressure and predispose to collapse, so we made some blood 
pressure tests with general and with local anesthesia and found that the mental 
trepidation was higher in heart cases before the general anesthetic than before the 
local. 

Cervical, low, cesarean section and the classical cesarean section are particularly 
fitted for local anesthesia, and it should be the anesthetie of choice. 

I am particularly against spinal anesthesia. There is a great wave of spinal 
anesthesia throughout the country. There is a little too much enthusiasm about it 
and it is bound to result in a high mortality. 

In cesarean section local anesthesia is almost 99 per cent successful. There are 
a few hysterical women whom you cannot control. In arguing with the surgeons 
regarding local as opposed to spinal anesthesia, I always ask this question: granted 
that local anesthesia is practical, and there is no doubt that it is, which is safer, 
to inject novoeain into the spinal canal or into the skin? 


DR. LILIAN K. P. FARRAR, New York, N. Y.—May I say a word in favor 
of spinal anesthesia? We have used it in the Woman’s Hospital for probably six 
or seven years, and we use it for the poor risk patient in preference to any other 
anesthetic. We use it for what we call the Mayo operation and it has given most 
satisfactory results. Neocaine is a French import and we give 0.01 or 0.02 
milligram injection into the spinal canal. The patient is given a preliminary 
hypodermic of morphine and scopolamine. We have had no deaths. As to 
morbidity, there is sometimes a complaint of suboccipital headache. We do find 
that there may be a fall in blood pressure. We are rather keen on keeping a 
record of blood pressure, and it is taken not only in the ward but in the anes- 
thetizing room and taken immediately after the operation in the operating room. 
If the patient’s head is lowered she is not likely to have a fall in blood pressure. 
The patient is brought to her room from the operating room with the legs elevated, 
pillows under them, and the foot of the bed is also elevated. The patient is kept 
in that position for three hours. We always have eaffein benzoate on hand in the 
operating room but rarely need it. As soon as the patient is in bed she is given 
a cup of coffee and is given food at the next meal. There is rarely any vomiting 
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or discomfort. I have done vaginal hysterectomy on patients seventy-two 


and 
seventy-cight years of age under spinal anesthesia with absolute satisfaction, The 


only discomfort they complain of is keeping their legs in that one position. We 


also use the neocaine (0.05) in spinal anesthesia for carcinoma patients who need 
radium. Many of these cases are poor risk patients and do not stand a genera] 
anesthetic well. I do not believe a general anesthetic is good for a eancer ease 
anyway. It is up to me to see that they get the anesthetic they need, that they 
get the radium treatment and that they come out of the hospital alive. I would not 
want to take care of these patients if I could not use a spinal anesthetic. 


DR. GELLHORN (closing).—I fear that local anesthesia for vaginal hysteree- 
tomy has not received a wildly enthusiastic welcome from this audience. That 
is too bad. But then, the procedure is rather new, and neophobia is prevalent 
in all walks of life. I think that in less than ten years from now what seems 
revolutionary today, will be a self-evident procedure. 


Dr. W. P. Graves, of Boston, Mass., read a paper, Some Observations 
on the Etiology of Dysfunctional Uterine Bleeding. (See page 500, 
October issue.) 


DISCUSSION 


DR. EMIL NOVAK, Bavtimore, Mp.—This subject has many points of contact 
with other gynecologic problems. Dr. Graves’s results, I believe, substantiate those 
obtained by most others in the study of the histology and pathologie physiology 
of this type of bleeding. 

The term hyperplasia is not altogether a happy one, because the gross picture 
is not always one of overgrowth. In a certain proportion the endometrium may be 
enormously overgrown and polypoid, constituting the condition which we used to 
speak of as polypoid edometritis, but which is not in any way of inflammatory 
origin. More frequently, however, the endometrium may show little or no over- 
growth, and may at times be rather seanty. But in all the gradations the micro- 
seopie picture is essentially the same, so that histologic examination rather than 
the gross appearance of the tissue is the essential for diagnosis. 

Up until very recently I had felt that hyperplasia is not found except in as- 
sociation with bleeding, but one or two recent cases have made me question this 
belief; for instance, the study of the endometrium in a case of amenorrhea of con- 
siderable duration showed a typical endometrium. Perhaps if we study more non- 
bleeding cases we will find this picture more frequently. This fact illustrates the 
confusion still existing as to the interrelationship of the various hormones which 
play a part in menstruation. One might think that the nature of the dysfunction 
in menstrual disorders could be readily solved by biologic-chemical studies; in other 
words, just as we can determine the amount of urea or sugar in the blood, so we 
might determine whether there is a deficiency or excess of one or other hormone. 
From the evidence already available, however, differential diagnosis in these cases 
will not be so simple. For example, in certain cases of amenorrhea there is an 
excessive amount of the follicle hormone, perhaps explaining the oceurrence of hyper- 
plasia, as in the ease I have already mentioned. Nevertheless, I believe it is still 
true that when hyperplasia of the endometrium is found by microscopie examina- 
tion the clinical history will almost always indicate bleeding of this so-called 
functional type. 

The whole question of whether, in a given case, the bleeding is actually functional, 
or whether it is of anatomic origin, is not always easy to settle, even when a 
definite lesion is present. This is one of the points which I have considered in a 
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paper to be presented at this year’s meeting of the Section on Gynecology and 
Obstetrics of the American Medical Association. 

As Dr. Graves emphasizes, there can be no doubt that the anterior pituitary 
plays a very fundamental réle in the reproductive cycle. It is the ‘‘motor of the 
ovary,”” and disturbances in its function are, unquestionably, often reflected in 
disturbances of menstruation. There can be little doubt that certain cases of 
amenorrhea on the one hand, and of excessive bleeding on the other, are of pituitary 
origin, as are certain cases of sterility; but it will be some time before we can 
separate these cases out with any degree of precision. 

Finally, I should like to emphasize the practical value and convenience of a 
proper system of nomenclature for these menstrual disorders. The one which I 
use in my own work I find very convenient: amenorrhea indicates absence of men- 
struation; hypomenorrhea, a deficient amount of menstrual flow; hypermenorrhea, 
excessive amount of menstrual flow, or menorrhagia; polymenorrhea, too frequent 
menstrual periods; oligomenorrhea, too infrequent menstrual periods; dysmenorrhea, 
painful menstruation. The use of these terms, it seems to me, saves us, in our 
clinical records, a lot of the clumsy circumlocution which otherwise would be 


necessary. 


DR. GABRIELIANZ, Cuicago, ILL.—It is very interesting to hear Dr. Graves 
state that in his eighteen cases the corpus luteum was absent. 

Polymenorrhea usually is regarded by many authors as physiologic condition; 
the menstruation appears once in two weeks at regular intervals and usually pro- 
fuse. This frequent menstruation is due to frequent ripening and rupturing of 
the follicles. 

On the other hand, oligomenorrhea is menstruation approximately once every 
six weeks, scanty and due to delayed ripening and rupturing of the follicle. 


DR. JOHN O. POLAK, Brooktyn, N. Y.—We have now 25 cases which we 
have followed for a period of from ten to fifteen years of their menstrual life; 
these women have subsequently been hysterectomized and their ovaries removed. 
The ovaries and the endometrium were studied and we entirely coneur in the 
statement which the doctor has made, that the fibroid itself, except because of its 
location, has no effect on the menstrual cycle. These cases have been studied most 
carefully both as to the endometrium at the time of their menstruation and in 
relation to the state of the ovarian follicles and I think the deduction can be 
made that only the location of the fibroid has any influence on menstruation. 

One other interesting point is that in following a large number of these cases 
over periods of ten or fifteen years, from adolescence to womanhood, we have noted 
that many of these girls had severe intrinsic dysmenorrhea and that they belonged 
to the hyper- or hypopituitary class, and at the time that they were hysterectomized, 
all these patients had fibroids of small size throughout the uterus which supports 
the endocrinal theory in the development of fibroids. 


DR. ROBERT L. DICKINSON, New York, N. Y.—A submucous polyp or fibroid 
does bleed, irrespective of the condition of the mucosa. 


DR. N. SPROAT HEANEY, Cuicaco, Itu.—I would like to ask why the name 
hypoplasia has been changed to dysplasia? 


DR. GRAVES (closing).—With regard to the frequency of gland dysplasia, I 
have found it with such constancy in my study of these cases that I look upon 
gland dysplasia, dysfunctional bleeding, and arrhythmic ovulation as a_ three- 
cornered syndrome, the presence of one factor predicating the presence of the 
other two. 
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Gland dysplasia, as I have intimated, occurs in other conditions besides that of 
uncomplicated idiopathic bleeding. I have already demonstrated its place in fibrojg 
tumors and mentioned that of pelvic inflammation. I had intended to discuss jts 
appearance during the postclimacterium, but omitted it from my paper when [| 
saw that Dr. TeLinde was to read one on a similar subject. The appearances of 
the endometrium that he described yesterday in connection with the granulosa 
tumors can also be found with follicle cysts after the menopause, even at an ad- 
vanced age. There would seem to be some relationship between these two types of 
tumors, it being possible that they both develop under the influence of the follieulin. 
like hormone of the anterior pituitary. The subject offers a rich field for research, 

In answer to the question about the word ‘‘polymenorrhea,’’ in my first series 
of eighteen dysfunctional cases, I think my nomenclature was misunderstood. It js 
explained in the abstracts of the cases. 

I am glad to hear from Dr. Polak that he agrees with my findings in the study 
of bleeding fibroid tumors. The fact that the physiology and histology of the 
ovaries and endometrium in bleeding fibroids is identical with that of functional 
hemorrhages in the absence of fibroids offers the advantage of always having plenty 
of fresh material at hand for study. It matters not how large the fibroids may be. 

In answer to Dr. Dickinson’s query about the relation of polyps to dysfunctional 
bleeding, I must confess that I have not made a thorough study of this subject. 
Undoubtedly most of the cervical and some of the endometrial polyps bleed from 
surface friction. In fact, I often found a normal endometrium with cervical polyps. 
The endometrial polyps were often associated with gland dysplasia and very likely 
were themselves a manifestation of the same process. Some of the myomatous 
polyps were associated with dysplasia and some were not. In this case also the 
bleeding may be functional or accidental. In this connection I can recall that 
Dr. Sampson showed many years ago that the bleeding from submucous fibroids 
usually has its source in that part of the endometrium which does not cover the 
fibroid. 

Dr. Heaney has criticized my coining of a new term, ‘‘dysplasia.’’ I have al- 
ways felt that the words ‘‘gland hypertrophy’’ and ‘‘gland hyperplasia’’ are 
misleading, and Dr. Novak has himself intimated it. I confess to having been mis- 
led by them, since they both suggest an overgrowth in actual size and quantity of 
the endometrium, which, as Dr. Novak has said, does not always occur. The word 
‘*dysplasia’’ is in the medical dictionary and means abnormality of development, 
though so far as I know it has never been applied to the endometrium. I selected 
the term to express more clearly the incoherent nature of the endometrial glands 
under the mixed influence of the two ovarian hormones. This point is well dem- 
onstrated in the photographs which illustrate my paper. 


DR. HEANEY.—I thought the Greek prefix dys meant obstruction and earried 
with it the sense of pain. 


DR. GRAVES.—I have always thought of the prefix as essentially implying 
irregularity of function, although I admit you are right in the definition of some 
words in which it is used. 


15. The Question of Possible Endometrial Trauma and Dislocation 
Associating Uterotubal Insufflation, by Dr. Isidor C. Rubin, New 
York, N. Y. (See page 519, October issue.) 

DISCUSSION 


DR. FRANK A. PEMBERTON, Boston, Mass.—Dr. Rubin has proved that the 
cannula does remove particles from the endometrium but it seems practically im- 
possible to dislodge them with the low pressure and slow injection of the gas 


\ 


l- 
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such as used in insufflation. If the cannula pushed some endometrium into the 
ostium of the tube it might blow it in but that is very remote. Gentleness is 
the chief thing in doing an insufflation. The depth of the uierus and the curve 
of the uterus should be known and the cannula should be smooth, introduced gently, 
the gas put in slowly, and the pressure raised slowly. 

The eases reported by Moench are certainly a contraindication to insufflation 
after curettage. I must confess that in three nervous women whom I etherized to 
do the insufflation, I insufflated first and then made the intrauterine examination 
to see if they had a submucous fibroid, and I had no difficulty. 

From the fourth to the seventh day after the cessation of menstruation, it is 
the best time to do the insufflation. 


DR. JOHN A. SAMPSON, AxsBany, N. Y.—When Dr. Rubin’s first contribution 
appeared I was interested in it for two reasons. First, I appreciated the fact that 
tubal insufflation was evidently a valuable diagnostic agent. Second, I thought 
of the dangers which might be associated with it. Some fifteen years ago I 
became interested in the changes in the shape of the uterine cavity caused by 
uterine myomas. I studied these changes by injecting the uterine cavity through 
the cervix with gelatin containing in suspension bismuth subcarbonate. Roentgeno- 
grams were made of the injected uteri. While injecting a uterus containing a 
myoma, obtained from a patient who was flowing at the time of the operation, I 
noticed that the injection mass escaped from the ends of the severed uterine veins. 
I therefore became more interested in the dissemination of material from the uterine 
cavity into the venous circulation than in the changes of the shape of the uterine 
eavity caused by myomas. I made several experiments and found that if the 
patient was bleeding at the time of the operation and the uterine cavity was sub- 
sequently injected with the gelatin mass it would at times escape into the venous 
circulation, and also if the mucosa was curetted away from a nonbleeding uterus 
and then the cavity injected, the mass would invariably escape into the venous 
circulation. It must be obvious, therefore, that if insufflation is done on a pa- 
tient who is bleeding or following a curettage that there is likelihood of some of 
the contents of the uterine cavity being forced into the venous circulation, what- 
ever the contents may contain, bacteria or cells. On the other hand, I judge that 
there is no danger as long as the patient is not bleeding at the time of operation 
or the insufflation is not preceded by curettage or there is no great trauma caused 
by the insufflation. 

In regard to peritoneal endometriosis following insufflation, it may be stated 
that if uterine and tubal epithelium escaping into the peritoneal cavity cannot 
become implanted on the peritoneum there is no danger from this source. The 
evidence indicating the possibility of uterine and tubal epithelium escaping into the 
uterine cavity and becoming implanted on the peritoneum, is most convincing to 
me. I fully realize, however, that this evidence is entirely circumstantial. I might 
add that the evidence of cancer cells escaping into the peritoneal cavity from the 
perforation of a malignant ovarian cyst and becoming implanted on the peritoneum 
is also entirely circumstantial. I believe that the danger of foreign material escap- 
ing into the venous circulation and into the peritoneal cavity during tubal insuffla- 
tion, if we follow the rules given by Dr. Rubin, is exceedingly slight. 


DR. ROBERT L. DICKINSON, New York, N. Y.—I find that in a very large 
proportion of cases, as shown by my glass tube, there is blood in the tube and I 
am ready to substantiate the fact that there is some bleeding into the tube even 
with smooth edges to the perforations at the end. This does not occur often, 
however, in the secondary sterilities, where the internal os is wide open, but it is 
mostly in the anteflexed or infantile uteri with the small internal os that this 
oozing occurs. 
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DR. GEORGE GRAY WARD, New York City.—Dr. Rubin’s procedure has 
been carried out in a great number of cases at the Woman’s Hospital with prae- 
tically no serious mishaps. The method is so valuable that we cannot, in my judg. 
ment, possibly dispense with it. 

There is a small point in the technic that I have always felt was very im 
portant and that is to be very sure at the time of the insufflation that the cervix 


is quite dry and thoroughly elean. Very often it may be full of mueus and 


a suction apparatus. You 
ean clean the cervix very well and dry it quite thoroughly before making the in- 
suffiation by this means. 


secretion and it has been my practice always to utilize 


DR. ROBERT L. DICKINSON, New York, N. Y.—May I say that when I 
found such great fear of this insufflation process in Germany in 1926 I visited some 
of the clinics and some patients were insufflated that we would not have touched 
here, with nasty looking cervices, and it was very plain that their fears were due 
to results of such improper application of the Rubin method. 


DR. LILIAN K. P. FARRAR, New York, N. Y.—I have found it a great help 
in locating the canal of the cervix and shortening the time needed to use the gas 
to employ a sound and Hanks dilators which produce no bleeding in the cervical 
eanal, and in that way one can more gently open the cervix. 

DR. RUBIN (closing).—A similar attack of epilepsy to that referred to by 
Dr. Dickinson occurred in my own praetice. We are rather careful in inquiring 
whether a patient is prone to attacks of syncope. In this ease the patient’s history 
had not indicated that she was subjeet to epileptic seizures. She apparently did 
not realize that she was an epileptic but her husband has picked her up from the 
street several times and she always earried an identification card. Slight attacks 
of syneope occurred after insufflation in a few eases but I do not believe they can 
be eredited to any trauma. 

The experience of the Woman’s Hospital has been to me the greatest source of 
satisfaction heeause under an impartial observation there the method has had 
chanee for evaluation. 


16. Postoperative Obstetric Embolus, by Dr. John O. Polak, New York, 
N. Y. (See page 529, October issue.) 


DISCUSSION 


DR. LILIAN K. P. FARRAR, New York, N. ¥.—I have looked up the record 
of the Woman’s Hospital for the five years ending December 31, last. In 6712 
confinements in 5 years, there were 2 deaths from emboli (0.02 per cent), and in 
8930 operations in 5 years, 6 deaths from emboli (0.06 per cent). As to the type 
of operation, we found emboli and phlebitis most frequently after hysterectomies for 
large fibroids and in cesarean sections. These are the types of cases which have 
large veins which are due to the distension produced by a large tumor or pregnancy. 

The most important causative factors are endocarditis and myocarditis. The 
patients are usually obese. The damaged heart is most frequently the cause of a 
pulmonary embolism. Anemia I would put as a second cause. In going over this 
series it was noted that many of these patients had a hemoglobin of 40 to 60 
per cent or lower and, of course, the leucopenia that goes with it. Thus they are 
not in good shape to stand a long operation. An operation that runs over an 
hour puts a patient in a more critical condition. In the operation that lasts two 
hours you can look for trouble and usually will find it. 

Deoxygenization of tissues is what I call shock. We get the clinical symptoms 
when there is a drop in pre- and postoperative blood pressure of 25 or more points. 
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The blood pressure taken just before the anesthetic may go up several points 
due to the nervousness of the patient. We do not consider a slight fall in blood 
pressure as a serious thing. If we were to say a fall of blood volume it would 
express more aceurately what the condition is and what we should try to remedy. 


Dr. Polak has spoken of the sacculation of the veins as the source of the trouble. 
With the drop in the blood volume there is at the beginning, certainly for a 
time, a normal relation between the blood cells and the plasma. Then the red cells 
pass out into the capillaries. The plasma leaks out from the capillaries, then there 
is a deoxygenization of tissues and the vicious cycle begins. There is a viscosity 
in the veins then, and in this way a thrombus forms. Small tributaries going 
into rivers make a pool back of the small stream. In the same way the small veins 
entering into the larger ones make a favorable spot for a thrombus to form. If 
there is an obstruction to one side or the other there will be an obstruction in the 
stream. There we get a sacculation when there is a lowering of the volume of 
the blood vessel and we then have a very favorable condition for thrombus forma- 
tion. With the loss of the blood volume, blood platelets increase in large num- 
bers. A cohesion and then a coagulation of cells forms in the veins. That is 
the time of danger. I doubt if getting a patient up early lessens the chance of 
embolism in the least. I am more inclined to believe it promotes it because when 
the thrombus has formed and runs out transversely across the vein and begins to 
get into the blood current, then comes the danger of a snap and of the clot being 
earried to the brain or lung. 

Now the preoperative prevention I believe is in getting the patient into better 
condition. We send a good many of our eases with any question of heart or obesity 
to be examined by a eardiologist but they will give an opinion on only ordinary 
conditions. I do not think they allow enough for the danger there is in an op- 
eration. In the anemic cases, the poor risks, the cases with a leucopenia, we give 
blood transfusion and then endeavor to maintain their blood pressure. The treat- 
ment which I have used for ten years is gum acacia 6 per cent and glucose 20 per 
cent. I prefer to give it as a prophylactic during the operation and I give it at 
the rate of 4 ¢.c. per minute. The intern is on the watch to see that there will 
not be an excess thrown into the blood stream. No harm is done by putting in 
an excess of glucose or acacia but it then becomes a diuretic and is carried off into 
the urine with the body fluid, and that is the only danger. 

I have tried to get the figures of glucose and acacia treatments as several have 
asked for them. Until three years ago at the Woman’s Hospital, the glucose and 
acacia and blood transfusions did not have a separate index, so I had to go to 
the purchasing clerk who says that we have purchased 700 flasks of gum acacia 
and glucose solution in five years. I asked Dr. Lyon, the attending obstetrician, how 
freely he used it and he said ‘‘in every case of shock and every transfusion while we 
are waiting to match and type the donor.’’ I cannot give you the actual figures in 
the cases where it was used but no ease in the obstetric ward had either emboli or 
thrombophlebitis after using gum acacia. There was one case that was delivered 
by a courtesy surgeon. The patient had an active hemorrhage, was given gum 
acacia, transfused, and returned to her room in excellent condition. The uterus 
was not packed and later the patient had a severe hemorrhage and passed out. 
That was the only casualty. 

Of sixty gynecologic cases there were seven who had gum acacia and glucose 
given for postoperative shock, given from one to twenty-four hours after the 
patient left the operating room. There was no death, no emboli in these seven 
mild thrombophlebitis cases and we had no other casualty. In my opinion, the 
thrombus forms while the patient is in shock and not days afterward. 

Of the cases receiving glucose throughout operation as a prophylactie for shock, 
one died eighty-eight days after operation. She had an operation for inoperable 
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abdominal myxosarcoma. Autopsy showed an endocarditis and a recent red elot in 
the pulmonary artery. 

In one case was a small amount given while doing a hysterectomy. She was an 
emaciated patient who was operated upon for carcinoma of the fundus. The jp. 
ternist who saw her several days after the operation made a tentative diagnosis of 
cerebral emboli. The patient went home absolutely well on the thirty-fourth day. 
If we exclude those two cases, then no ease receiving glucose and gum acacia 
throughout the operation (anywhere from 300 to 500 ¢.c.) had any untoward re. 
sults. I believe that the gum and glucose treatment has been the greatest pre. 
ventive that we have against thrombus and emboli. 


DR. GEORGE W. KOSMAK, New York, N. Y.—The subject which Dr. Polak 
has brought before us has been discussed at many meetings and yet in his ex. 
cellent manner of presentation he has made it a very interesting topic, and we are 
indebted to him for confirming his observations by such a large number of cases, 
I simply want to refer to a few points that impressed me in his paper. 

One is the question of diagnosis. It seems to me that both in operative and 
obstetric cases we are too ready to accept the diagnosis of embolism when a 
fatality takes place, and I believe we should examine more carefully the histories 
of these patients and determine whether death was actually caused by embolism 
or by something else. In my experience at the Lying-In Hospital in former years, 
where I saw a moderate number of these cases, one point always impressed itself 
upon me and that was the sudden elevation of pulse and temperature at any period 
after delivery, varying from a few hours to a few days, for which nothing else 
could be held accountable except a possible embolus. With that sudden elevation 
of pulse and temperature, there always came a complaint of pain which was referred 
to the chest. Accompanying that, of course, there was more or less dyspnea. 
Those are the symptoms that we should always look for in making a diagnosis of 
embolus, particularly in the obstetric patient. 

Now as Dr. Polak has said, prevention is the important thing both in operations 
and in obstetric deliveries. I believe digitalization of the patient is one of the 
most important. Many of these patients have a peculiar flabby heart, partie- 
ularly the fibroid patients, and the administration of digitalis for a few days 
before operation helps them considerably, I am sure, in getting over the tendency 
to thrombosis. This digitalis administration should also be continued after op- 
eration although the drug may then be given in smaller amount. Another point 
in the prevention of thrombosis is extreme delicacy in handling the pelvie contents 
as well as in handling the abdominal wound. A great deal of trauma results from 
making a wound larger than actually required and from the insertion of large and 
improperly protected retractors. 

Another thing: I believe that the use of a transverse suprapubic incision when- 
ever it is possible to employ this, is a preventive against traumatization of the 
abdominal contents. The use of clamps and various instruments to pull up the 
uterus in order to suspend it or to subject it to inspection, should also be 
avoided. The hand is likely to do much less damage to a uterus that is to be 
left in place and do much less damage to possible varicose veins in the broad liga- 
ment than the grasping instruments often employed for this purpose. 

The use of crushing clamps, especially in hysterectomies, is also a causative factor 
and it would be better if we isolate bleeding points and ligate them with a 
catgut suture on a needle than to use freely the large broad surfaced clamps. If 
you inspect those erushed areas you can readily see the small clots that have re- 
sulted from these instruments and which later may be dislodged and swept away. 

One of the important preventive factors to be taken into consideration is the 
early voluntary movement of the patient, whether it be after an obstetrie delivery 
or an abdominal operation. These patients should be encouraged to move about in 
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bed and you can reassure them that it will do no harm and that the wound 
will not open, especially in a transverse incision. They may move their arms and 
legs and the head from side to side as much as they please. This contributes 
to the comfort of the patient and I believe avoids embolism. 


We have had an opportunity in New York since the first of the year of making a 
very close study of the puerperal deaths, the certificates being forwarded to a 
committee within one week after the death occurs. Then we have investigators 
who go out and look. up the case. The diagnosis of embolism is quite a frequent 
one. We find embolism put down at different days of the puerperium, from the 
first to the tenth. That is a subject that we want to go into more thoroughly be- 
eause the committee believes that in many instances it is a false diagnosis and 
that there are not so many embolic deaths. It is necessary, assuming that an 
obstetrical patient dies from an embolus, that the attendant circumstances be care- 
fully looked into. We feel that in many of these cases where embolism is assumed 
to be the cause of death that the underlying cause is probably a septic process and 
that we are not dealing with an ordinary embolus. I hope that by this time next 
year we will have some further data on this investigation and be able to come 
to some conclusion at least as to what actually happens in these eases. It is such 
an easy way to get out of a more or less compromising situation and I fear that 
many men who have been unfortunate enough to have had obstetric fatalities have 
resorted to this diagnosis as an excuse. 


DR. REUBEN PETERSON, ANN Arpor, Micu.—I have been very much in- 
terested in this subject from a number of standpoints. In the first place, in regard 
to its frequency. When we have one of these deaths from thrombosis or embolism 
it is such a shock that we think it is more frequent, I believe, than it really is. I 
have looked up the incidence in gynecologic operations at the University Hospital in 
the last five years. There were in all 2,242 operations and these I have divided into 
minors and majors; 1,515 minors of various deseriptions and 727 major opera- 
tions. There were four sudden deaths in all, giving an incidence of 0.1 per cent, 
and yet in spite of that low incidence compared with what Dr. Polak and 
Dr. Farrar found, I thought it was much larger because I was so impressed by 
these deaths. 

There were three deaths in the major group, that is, in 727 cases, which gave 
a percentage of 0.4; in the minor group, as one would naturally expect, it was 
0.06 per cent. I found the ages of these four patients interesting since I thought 
that thrombosis and embolism were much more common in the aged; yet the first 
patient was thirty-seven years of age, the next forty, the next forty-eight, and only 
one was above sixty. 

I am particularly interested in the point that Dr. Kosmak brought out re- 
garding diagnosis. How are you going to make a diagnosis if the death has been 
very sudden unless an autopsy was done? I wondered how many autopsies Dr. Polak 
had in order to arrive at his conclusions? In a recent case, not included in these 
statistics, the death came within a very short time. The internists were sum- 
moned immediately. One internist made a diagnosis of coronary thrombosis and 
the other thought it was an embolus. Autopsy showed that it was neither but that 
this sudden death coming eleven days after the operation was due to a weakened 
myocardium and the sudden distention of the right auricle. 

In another recent case, a young woman had a very minor operation on her 
toe. She died suddenly under the anesthetic. I was able to secure only the heart 
for autopsy. She did not die from the anesthetic but from a myocarditis and 
weakening of the heart muscle. The anesthetic was no doubt the immediate cause 
of the death, but death was really due to the myocarditis and distention of the 
right auricle. 
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I find that this condition is most common in patients with fibroids. 
years ago I wrote an article on gynecologic and obstetric risks. 


Some 
That has been 
a great help to us in our work because each man has to state the risks before 
the operation is performed and sudden death from embolus must be reckoned 
with. 


I believe, contrary to what Dr. Kosmak said, that it is a bad plan to let these 
patients up early. On the contrary, to avoid thrombosis and embolism, I have always 
made it a practice to keep them in bed longer than the usual practice. ; 

In conclusion, in judging whether a patient is a good or poor risk, we ean 
depend upon the internist so far as the gross lesions of the heart and other organs 
are concerned but we cannot depend upon him at all in regards to the risks of 
the operation because he has no appreciation of the risk of a gynecologic or abdom- 
inal operation. I take his findings and then decide myself about the risk. 

I do not know how you are going to avoid these sudden deaths from thrombosis. 
In these four deaths that we had the patients seemed all right and yet they all 
died varying from the third to the eleventh day from what looked like a pulmonary 
thrombosis or embolus. 

I asked the internist to give me a differential diagnosis between coronary throm- 
bosis and pulmonary embolus and it was as follows: in coronary thrombosis the 
blood pressure is lowered, while in pulmonary embolus the blood pressure is not 
affected; second, in coronary thrombcsis the pain is very severe in the median 
line, while in pulmonary embolus the pain is more lateral, less severe, and the 
patient has no such radiation of pain to the shoulder and neck or the coughing 
that accompanies coronary thrombosis. But when the death is almost instantaneous 
no differential diagnosis can be made. It may be pulmonary embolus, coronary 
embolus, or neither but sudden death from heart-block from a weakened 


myo- 
eardium. Only by an autopsy can an exact diagnosis be made. 


DR. GEORGE W. KOSMAK, New York, N. Y.—I did not mean to convey the 
idea that I approved of patients getting up carly, but I do approve of voluntary 
movements in bed. 


PROF. FELIX VON MIKULICZ, BeErLin, GERMANY.—Dr. Polak’s paper was 
very interesting to me because we have in Germany much more embolus and 
thrombosis than you have here in America. The statistics from Stoeckel’s Clinic 
show that about 50 per cent of all deaths are caused by embolus. Now it is a 
question what is the cause of the embolus. Many eases that die from embolus do 
not show any change in the blood; in other cases where the patients are quite well 
there are great changes. These lesions are probably caused by poor cireulation 
together with infection. During the hard times in Germany between 1922 and 
1926, the women have had much work to do that was not good for their health. 
They did not have much to eat and had great worry. Specialists of the heart 
cannot tell us whether the patient’s condition is favorable for operation or not. 
Because of that we do two things: we try to improve the patient’s health before 
operation, and we administer digitalis after the operation. Gymnastic exercises are 
also given and we believe that the number of cases of embolus has been lowered 
somewhat. 

Because we have so many patients with embolus, we have tried the Trendelenburg 
operation. I have now five cases that were cured by this operation and I hope we 
shall see great benefits from this in the near future. 


DR. FRANCIS C. GOLDSBOROUGH, Burrato, N. Y.—I would like to ask the 
number of eases in which the embolism was proved by postmortem examination. 
I think there is nothing more difficult clinically than to tell whether the patient 
who has a sudden disturbance has an embolus or some other ailment. As Dr. 
Peterson says, we see cases clinically that we are sure are cases of embolus and 
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yet at postmortem we cannot find this condition. In trying to follow up the cause 
of death I think the whole mistake is made from the clinical picture without being 
able to prove it pathologically. 


DR. POLAK (closing).—There is no question in my mind that pelvie varicosities 
are induced by fibroids, pregnancy, and retrodisplacements and are predisposing 
factors. You will ask why. Clinical observation in this class of cases proves that 
it does occur. 

In answering Dr. Goldsborough’s question, 23 of these patients out of a total 
of 61 were autopsied; this included most of the gynecologic eases. 

It is difficult always to find the clinical symptomatology which has been given 
us by Dr. Peterson and which, of course, will help us in the future. 

With Dr. Farrar I believe that a proper circulation is better able to take eare 
of an extra strain than a circulation that is sluggish, knowing that the leucocytes 
and platelets are always increased in these cases. 

All of these gynecologic patients were routinely digitalized prior to operation. 

Dr. Kosmak also spoke of early movement for the patient and to substantiate 
its value we might refer to the lack of thrombosis and embolus in children. 
Otologists find that children are often seen with an immense thrombosis of the 
lateral sinus and yet these little patients never have an embolus, and of course you 
know how active these children are, and how the circulation of the child differs 
from the circulation of patients 40 or 50 years of age. 

I would like to say that I agree with Dr. Peterson in his remarks about the 
eardiologists. They can tell us whether the patient has a lesion but they cannot 
tell us what that heart is going to do under operation. When they tell us that a 
heart is perfectly good for operation we have a test of making the patient go up 
to the third floor and come down again and then taking the pulse and blood 
pressure. Those that do not stand the physical test are not operated upon. 


17. Paralysis of the Bladder, With Distention and Hemorrhage Imme- 
diately Following Catheterization, by Dr. Dougal Bissell, New 
York, N. Y. (Paper read by title, see page 811.) 


NEW YORK OBSTETRICAL SOCIETY 
MEETING OF MAY 13, 1930 


Dr. Burton J. Lee presented a paper (by invitation) entitled Signifi- 
cant Problems for the Obstetrician in the Field of Mammary Cancer. 
(For original article see page 775.) 


DISCUSSION 


DR. HUGH AUCHINCLOSS.—Dr. Lee’s remarks on the importance of making 
careful clinical previous study and the use of large topographical sections in study- 
ing cancer of the breast are of great importance, and particularly is this true where 
the study of the breast is being made from the standpoint of the spread of the 
disease and from the standpoint of changes caused in any breast by radiation. 

The Bateson operation for carcinoma of the breast has fallen into disuse. Not 
very long ago, I had occasion to operate upon a patient with carcinoma of the 
breast who had previously had both ovaries removed. 

With regard to carcinoma of the breast and pregnancy, there is a rather uni- 
versal feeling that pregnancy accentuates the spread of the disease. On the other 
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hand, the surprises that occur in earcinoma of the breast are associated with 
pregnancy as well as in other ways. One patient who had been operated upon 
several times with the mistaken diagnosis of a breast abscess, proved to have q 
varcinoma of the breast that had occurred during her lactation, following the 
eighth pregnancy. This was radiated and removed by me a few years ago. It 
was expected that in a few months this patient would be dead. It was a surprise 
to see the patient three months later having gained much weight and in apparently 
perfect health and starting another pregnancy. She refused to have an abortion 
done, was delivered of a nine pound child, and a few months later started another 
pregnancy. Following this pregnancy she developed signs of carcinoma of the 
lung on the same side, and two or three months later was dead. Dr. Mande 
Slye’s work with mice suggests that pregnancy inhibits the growth of tumors, but 
that following pregnancy, carcinoma grows with increasing rapidity. The diagnosis 
of carcinoma of the breast during pregnancy and lactation may be a very different 
one, and it is extremely important that lumps that are suspected of being in- 
flammatory at this time should be very carefully observed and explored. 

One cannot emphasize too strongly that carcinoma of the breast is fraught with 
many surprises, for patients that are seemingly inoperable may remain well, and 
patients that are apparently curable by operation may die in a short time. The 
prognosis in any individual case is well-nigh impossible to make. 

The one thing that dominates the whole subject of cancer of the breast is the 
importance of instructing every women over twenty to intentionally feel the breast 
tissue with the fingers as she lies on her back, feeling the breast against the chest 
wall, every few weeks all her life. Cancer is entirely painless in its incipiency, 
and unless the patient herself feels for a lump, cancer of the breast will never 
be recognized in its earlier stages. Periodic examination of women from twenty 
years of age to old age is impractical and needless. Two patients have died from 
metastasis of cancer of the breast at the age of twenty-three within the last few 
years at the Presbyterian Hospital. If this advice and practice could be made 
general, it would do more than any other one thing toward reducing the frightful 
mortality that occurs in this disease today. Most breast lumps are benign and it 
is wise to tell people this, but they should be warned that the minute they fee! 
an area of induration of any sort, they should seek expert advice. They will never 
find them early unless they feel for them. 


DR. W. C. WHITE.—I would like especially to commend Dr. Lee’s attitude on 
inflammatory carcinoma of the breast, in pointing out the futility of operation 
in that type of case, as all the patients I have been in contact with, of that type, 
have died rapidly after radical operation. I did not believe what he said, at first, and 
practiced radical operation and now I have been enlightened. 

I would also like very much to second his suggestion that this Society investigate 
the relationship of lactation to carcinoma of the breast. I know that it has been 
the practice of obstetricians in many of their fashionable patients to stop lactation 
very promptly, in a short time after the birth of the child, and, so, I think, in a 
group like this, they could very easily obtain information that would in a way be 
far more profitable than the experimental work of Bagg on rabbits. 

In spite of all our improvement in operative and radiation technic, the fact re- 
mains that our good results in eancer of the breast are with the early cases. I 
would, therefore, urge the desirability of routine examination of the breasts when- 
ever a patient comes to us with a pelvic condition. We all know that there is some 
relationship between the pelvic organs and the breast. Therefore, it is not an idle 
suggestion that gynecologists, especially, be on the lookout for small breast tumors. 

In 1898 Halsted reported his experience with 133 cases of cancer of the breast. 
In only 6 of these was there freedom from axillary metastases. Conditions have so 
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improved now that we ought to expect at least half the cases to be localized and 
free from axillary metastases. But this very improvement has largely changed 
the clinical problem. Gone are the usual signs—retracted nipple, orange peel skin, 
adhesions to the superficial skin, palpable lymph nodes. Rather we have a small 
lump, 2 to 3 em. in diameter, that has none of these signs. What shall we do? 
Dr. Lee has spoken of the newer methods suggested to meet this problem. Of these 
transillumination is of considerable value. Concerning the diagnostie needle punc- 
ture I am not enthusiastic. There is a good chance of spreading the cancer eells 
by blood stream and lymph channel with the puncture into the tumor. An additional 
objection is histologic. The diagnosis of breast cancer, by histology, is still 
largely a ‘‘geographical’’ one. We need a goodly section, so that we may see evi- 
dence of wild growth. I am not yet willing to base the diagnosis on the individual 
eancer cells, as advocated by MacCarty. 

I am a strong advocate of biopsy by the diathermy knife with immediate frozen 
section. At the same sitting a radical operation may then be performed, when 
indicated. 

In the treatment of cancer of the breast there is a school that is satisfied with 
radium treatment alone. Needles of the filtered radium element are inserted into 
the tumor and the common metastatic sites, to be withdrawn later, or else filtered 
radon seeds are put in permanently. I have yet to be convinced from my knowledge 
of breast anatomy and pathology that this is more than a haphazard method of 
eure. The radon seeds ought to be implanted accurately one centimeter apart in 
various planes, and a magician would be required to do this through the skin 
surface to areas 4 to 8 centimeters below. If a small area only is missed, the 
procedure has been futile, and a false sense of security has been obtained. How 
mueh simpler it would be to excise the tumor with a wide margin. 

The history of breast surgery has been the story of the futility of incom- 
plete removal. We know that a small nodule may early metastasize to the near-by 
axillary lymph glands. Therefore, the advocate of radium as a cure, logically, must 
destroy the lymph glands in the pectoral nodes, and in the axilla at the same time. 
I have had the opportunity to watch this technic at St. Bartholomew’s Hospital in 
London. It did not appeal to me as accurate. It is fair to say that the results 
of this method are not yet known. As the hospital, under the leadership of 
Geoffrey Keynes, is using this method exclusively, in four or five years more we 
should have an interesting report. 

A definite handicap to the use of radium is its cost and scarcity. The high 
voltage roentgen therapy machine is cheaper and relatively easy to acquire. As a 
sole method of therapy, it has now scarcely an advocate except for inflammatory 
carcinoma. As an adjunct, it has many supporters. Dr. Lee has been an en- 
thusiastic supporter of its use as a preoperative measure. It has seemed to me 
that the reasons supporting this attitude were based on theories that did not 
sufficiently warrant the postponement of an indicated operation. In reference to 
its use, I am still a strong supporter, in spite of the adverse report of the special 
committee of the American College of Surgeons. It is easy to believe that, at 
operation, stray cancer cells are freed in the raw wound and that roentgen therapy 
may attenuate or destroy these cells. From clinical observations, it has not ap- 
peared to make any difference in the early ease whether the roentgen ray is used 
or not. When it comes to the Steinthal groups 2 and 3, I believe that the average 
span of postoperative life has been increased. 

I am still a believer in surgery of the radical type. Following Sampson Handley, 
one should remove at least five inches of skin in diameter and make a subcutaneous 
dissection for at least two and a half inches in all directions. Both pectoral 
muscles are removed. I am not convinced of the necessity for removal of the 
fascia over the rectus abdominis muscles. I have a feeling that most abdominal 
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metastases enter the abdomen from the mediastinum or the pleural cavities, 


This 


radical operation requires skin graft in about one-quarter of the cases. 


DR. R. L. DICKINSON.—I would like to present a method of graphic repre. 
sentation that has served me well for a good many years in studying the breast 
and particularly chronic mastitis, and its bilateral character. The interesting thing 
to us is the fact that the chronically diseased breast grows or diminishes pari pagsy 
with the condition in the pelvis. If one finds a persistently or intermittently 
tender ovary, he might find a persistently or intermittently enlarged breast (some- 
times ovary and breast on the same side) and one earries through these easeg of 
chronic mastitis, for years or decades. If you trace with a skin pencil on the 
breast the outlines of the growth or of the breast tissue in a woman not too fat, 
place a piece of glass over that and trace on the glass with the pencil the outlines, 
and then transfer them to a piece of tracing paper, you get results of this kind, 
[ have the history of a girl followed for twenty years with occasional increase and 
decrease, both breasts being affected; who was thus carefully watched. Sur. 
geons have two or three times desired to do something about it, but when they 
have seen the tracings (about eighteen in her ease), they have decided that that 
is at least a symptomatic enlargement. Here are other conditions of that kind, 
tracings carried over a period of several vears on various breasts. Of the twenty 
or so that I have brovght along some of them have been operated upon, and it 
is interesting to see that if one breast has been operated upon and the patient 
not thought vigorous enough to have the other done at the same time, the other 
breast has generally promptly shrunken. These cases have turned out to be al- 
most altogether cystic mastitis, when bilateral. 


DR. GEORGE G. WARD.—The gynecologist and obstetrician, of course, must 
consider the breast. At the Woman’s Hospital Dr. Farrar has for a considerable 
period of time observed some of the nonmalignant nodules in the breast and has 
a number of cases where the apparent cause of the nodules appearing in young 
girls, was due to wearing a tight brassiere which gives them the flat chest to 
produce the slim figure so much in vogue. The tight brassiere interferes enough 
with the circulation of the breast to produce definite nodules. This apparently has 
been proved by correcting this and using a proper support for the breast, and on 
following the cases subsequently it has been found that these nodules have disap- 
peared. 


DR. H. C. TAYLOR, JR.—Earlier in the evening the President raised the 
question of whether cases of breast tumor belong to the obstetrician, the gyne- 
cologist, or the general surgeon. I have had the opportunity, after a little 
gynecologic training, of seeing quite a number of breast cases on Dr. Lee’s service 
at the Memorial Hospital and have been impressed with the fact that no matter 
to whom the treatment of these cases belongs, the physiology of the breast is cer- 
tainly wrapped up with that of the other organs connected with reproduction. For 
that reason I believe that the newgrowths of the breast must be considered from 
an etiologic standpoint in a group with certain tumors of the uterus and ovary. 

It should be clear, however, that comparison of cancer of the breast can best be 
made with that of the uterine corpus, for in both sites one finds adenocarcinoma 
arising from a tissue which is greatly affected by the changes of the menstrual 
eyele and of pregnancy. No such similarity ean be found between breast and 
cervix, for here one is dealing with histologically different types of cancer. It is 
therefore not justifiable to assume that because chronic inflammation is a factor 
in causing cervical cancer, it bears a similar relation to cancer of the breast. An 
interesting fact in regard to this relationship is that the incidence of cancer of 
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the breast and the uterine corpus is probably slightly higher among women who 
have not borne children, while cervical cancer of course is strikingly more frequent 
among those who have. 

In regard to benign tumors Dr. Dickinson has already referred to certain cases 
in which there is an association of a painful lesion in the breast with a painful 
ovary. Such painful breasts probably bear a close relation to the so-called chronic 
mastitis. It is probable that if this relationship between breast and ovary is fol- 
lowed up and the breast considered as a part of the reproductive system, much more 
progress can be made in the understanding of the etiology of breast tumors than is 
possible if one continues to regard them as having an inflammatory basis. 


DOCTOR LEE (closing).—Carcinoma of the breast occurs with considerable 
frequency in young women. We have reported the results in 306 cases treated 
three years or longer at the Memorial Hospital. Radical amputation plus irradiation 
gave 16 per cent alive and without disease at the end of three years and 9 per cent 
at the end of five years. Diagnostie errors are more often made when no skin 
adherence is evident. Under these circumstances a small infiltrating cancer may be 
mistaken for a ftibroadenoma. In the presence of chronic mastitis, one should 
remember that carcinoma may develop in a cyst. Therefore, patients with chronic 
mastitis should be seen at frequent intervals, keeping such a possibility in mind. 

Transillumination, developed by Doctor Cutler, is a simple method of exam- 
ination and a valuable diagnostic aid. The Cameron cold light placed behind a 
moderately pendulous breast illuminates the entire gland. A cyst containing 
blood is readily recognized as a dark shadow. Transillumination may reveal a 
eystie tumor which cannot be palpated. 

Doctor Adair, my associate at Memorial Hospital, has reported a considerable 
series of cases with bleeding nipples. He concluded that 50 per cent of such cases 
are true carcinomas, confirming a similar finding by Dean Lewis. 

Papillary cyst adenoma is often the cause of bleeding nipple. If palpation 
does not enable one to feel the tumor, its site may be demonstrated by finding the 
point at which pressure will cause a discharge of blood or serum from the nipple. 
When both of these methods fail, transillumination may reveal the cyst. A wide 
local excision of such a lesion should be carried out, an accurate histologic diagnosis 
being made in the operating room, for papillary eyst adenomas not infrequently 
undergo carcinomatous degeneration. 

Doctor White has introduced the subject of the effectiveness of preoperative ir- 
radiation. When cancer is highly radiosensitive, a considerable cellular change 
will occur and the tumor will regress. With radioresistant lesions, preoperative 
radiation may accomplish little in tumor devitalization. If the operation is post- 
poned for about four weeks, some degree of vascular change may be noted in and 
about the tumor and the cellular changes at that time are more pronounced. In 
the cases which we have followed it appears to us of considerable benefit. Complete 
devitalization of a tumor can be brought about only by delivering to it the 
equivalent of 10 to 12 full erythema doses by means of radium used interstitially. 

Doctor Dickinson’s graphic charts seem to provide an excellent method of keep- 
ing ease records in this type of disease. Doctor Ward has brought up the question 
of the effect of a tight brassiere upon breast tissue. We have seen quite a number 
of eases of true mammary cancer in which a tight brassiere appeared to be one 
of the causative factors. Chronic mastitis may be induced. by this mode of dress. 
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BROOKLYN GYNECOLOGICAL SOCIETY 
MEETINGS OF APRIL AND MAY, 1930 


Dr. Joun J. MAppeNn reported Two Cases of Postoperative Parotitis, 


The following cases represent two different types of the disease, the first re- 


quiring incision and drainage and the second resolving itself, drainage taking place 
through Stenson’s duct. 


CASE 1.—A twenty-four-year-old white woman, mother of a baby four and one. 
half years old, was admitted to the Obstetrical Service of The Brooklyn Hospital be- 
cause of vaginal bleeding and abdominal pain. 

The history and physical findings warranted a diagnosis of ruptured ectopic 
pregnancy and operation confirmed this. The left tube and ovary were removed. 
The day following operation, there was a sharp rise in temperature to 104° F,, 
and a few hours later the patient complained of pain at the angle of jaw and 
there was some swelling of the right parotid gland which progressed until, four 
days later, the right eye was closed, the jaws were almost closed, and there was 
considerable edema down the right side of neck. Incision and drainage of the 
gland was done at this time and marked improvement noted in twenty-four hours. 
There was very little discharge from the wound but the swelling diminished rapidly 
and pain subsided so that three days after operation the temperature was normal 


and patient very comfortable. On March 5, 1930, the wound was still discharging 
slightly. 


Case 2.—A forty-nine-year-old white woman, married, was admitted to the 
Gynecological Service of The Brooklyn Hospital with a diagnosis of fibromyoma 
uteri. Operation a few days later confirmed this and the uterus, tubes, and ovaries 
were removed. Forty-eight bours following operation there was a sharp rise in 
temperature to 103° F., and for the next six days there was some fever. A few 
hours after the initial rise in temperature, the patient complained of pain on right 
side at angle of jaw, increased by its movements. Swelling of the right parotid 
gland was noted and some edema extended down the right side of neck. The 
following day pus was found discharging from Stenson’s duct. There was some 
degree of fever for six days and some swelling for two weeks. 


Dr. Henry S. AcKEN, Jr., reported A Case of Ruptured Corpus Luteum 
Cyst With Intraabdominal Hemorrhage. 


On October 29, 1929, there was admitted to my service in the Methodist Episcopal 
Hospital of Brooklyn a young married woman twenty-three years of age. She had 
had an attack of lower abdominal pain, commencing very suddenly, and continual 
‘*gas’’ pains. She had been married five years and had gone through two preg- 
nancies. The first occurred three years ago, and terminated in an abortion be ‘ore 
the third month. Following this abortion she had fever and abdominal pain which 
confined her to bed for several weeks. During the next pregnancy the following 
year she was under my eare. This pregnancy ended in a missed abortion and a 
dilatation and eurettage was necessary. This time she made an uneventful re- 
covery. Since that time she had come sporadically to my office for treatment of 
vaginal discharge due to a moderate endocervicitis. About seven years ago she 
had had an appendectomy, and during the past two years she has had several 
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attacks of severe right-sided pain which could at the time be explained only as 
due to her previous operation. Menses commenced at the age of thirteen and until 
two years ago had been regular, at thirty-day intervals and lasted five days, without 
pain or unusual discomfort. For the past two years menstruation has been quite 
irregular and frequently very painful. 

The present illness began in the morning of October 29 with a sudden cramp- 
like pain in the lower abdomen. This pain was of sufficient severity to cause her 
to fall to the floor. When I saw her at home, three hours after the onset of her 
pain, she was lying in bed complaining chiefly of ‘‘gas’’ pains. She did not appear 
acutely ill but her abdomen was quite tender and showed a moderate amount of 
tension. Vaginal examination revealed a tender cervix but no pelvic masses. 
Bowels had moved normally that day and there was no vomiting. Her menstrual 
period had been due two days previously but there had been at that time only a 
slight blood tinged discharge. After the onset of the present symptoms there 
had been another such discharge which lasted but a few minutes. Because of the 
history and findings hospitalization was urged. 

On examination in the hospital, four hours after her initial attack, she seemed 
more acutely ill than she had been at home. Heart and lungs were negative. 
Abdomen was tense and extremely tender, particularly in the lower portion, though 
there was no definite localization. Even light pressure on the abdomen caused 
nausea and once or twice vomiting. Vaginal examination was not entirely satisfac- 
tory because of the pain it elicited. The introitus was nulliparous, vagina ap- 
parently normal and without discoloration, and cervix exquisitely tender on motion. 
The uterus seemed to be of normal size and quite freely movable except for the 
pain it caused. There were no masses palpable in the pelvis and the adnexa could 


not be felt. The temperature was 98.2°, pulse 100, and respirations 22. The red 
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blood count showed 3,900,000 red cells, with 71 per cent hemoglobin, white blood 
cells 16,000, with 76 per cent polymorphonuclears. The sedimentation time was one 
hour and fifty minutes. The urine showed a faint trace of albumin. The blood 
pressure was 90/60. 

The patient was observed closely during the period required for the sedimenta- 
tion time. She became more anxious and the pain more severe. Her pulse rose 
to 120 and her blood pressure dropped to 75/50. Undoubtedly there was an intra- 
peritoneal hemorrhage. The condition was considered to be a ruptured ectopic 
gestation and therefore operation was advised. 

A midline incision showed free blood in the peritoneal cavity. The right ovary 
and both tubes were normal and the uterus showed no signs of pregnancy. The 
left ovary, however, was of slightly increased size and there was on the periphery 
the remains of a cyst with a rent in its wall two to three centimeters long. The base 
of the cavity thus formed was dark in color and there was some free bleeding from 
it. Approximately a pint and a half of blood, including clots and free blood, was 
removed from the abdominal cavity. The left ovary was resected, the abdomen 
closed in layers, and the patient made an uneventful recovery. She menstruated 
normally and without pain beginning the second day after operation. 

The pathologic examination of the specimen showed the cyst wall to be com- 
posed of fibrous tissue with a lining of lutein cells. 

This case was interesting because of its comparative infrequency. Uncomplicated 
corpus luteum eysts are not uncommon but the rupture of one with consequent 
bleeding into the peritoneal cavity sufficient to cause the symptoms noted, is un- 
usual. Seareh of the literature revealed comparatively few cases of rupture of the 
corpus luteum or graafian follicle with anything like the symptoms found in the 
case presented here. lLadinski, R. R. Smith, Bovee, Adams, and Sydney report 
single cases and Brakeley and Farr report a series of thirteen cases. In no in- 
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stance was the correct diagnosis made before operation. Acute appendicitis and 


ruptured ectopic pregnaney were the most common diagnoses. 
DISCUSSION 


DR. SAMUEL A. WOLFE.—Contrary to views formerly held, rupture of the 
follicle prior to the formation of the corpus luteum is not attended with bleeding 
into the cavity of the follicle. Pathologie hyperemia of the ovary as the result of 
inflammation, fibroids, or displacement of the uterus accentuates the pathologie 
bleeding resulting in the formation of lutein hematoma, frequently associated with 
eystic formation. Clinically the lutein cyst-hematoma presents two interesting 
clinical pictures. The most common form is associated with a delay of the expected 
menstrual period for several days when the patient is suddenly seized with pain in 
one or other lower abdominal quadrants, associated with vaginal bleeding. Pain 
is the result of hemorrhage into the corpus luteum. The vaginal bleeding repre- 
sents delayed physiologie menstruation appearing with involution of the corpus, 
These cases are frequently admitted to the gynecologic services as suspected ectopics, 
Culdesae puncture reveals the absence of blood. A large ovary is generally found 
which is the seat of a lutein ecyst-hematoma. The second clinical picture of lutein 
hematoma is reproduced when bleeding into the corpus luteum is so massive as to 
cause external rupture of the lutein layer with the entrance of free blood into 
the abdominal cavity. This appears in the interval or just at the close of the 
menstrual cyele. The patient is seized with severe abdominal pain and passes into 
the condition of collapse. In both groups the pathologist can be of service in the 
differential diagnosis. Examination of ecurettings in lutein hematoma will reveal 


normal endometrium; eases of early ectopic will show decidual formation. 


Dr. Georce G. Cocuranx, Jr.. reported a case of Leucoplakic Vulvitis 
and Cancer of the Vulva. 


This is a relatively rare disease. 

In recent literature, there have been several articles, some of which recommend 
surgical treatment, and some radiotherapy. 

A sixty-four-year-old, white, married woman, was admitted to the Gynecological 
Service of the Brooklyn Hospital in December, 1929, with a complaint of pain and 
swelling of the labia minora, of one year’s duration. 

For a number of years she had experieneed an intense itching and burning 
after urination, about the vulva, but no pain until about one year previous to ad- 
mission. She noticed, with the onset of pain, the swelling in the right labium, 
which had progressively become worse. There had been no bleeding. 

Cholecystectomy was done two years ago. No pregnancies. Menopause seventeen 
years ago. General physical examination was essentially negative, except for a 
heart lesion. 

Pelvic Examination.—Small atrophie fundus and cervix found on bimanual exam- 
ination, with no masses palpable in the adnexal regions. The right labium was 
thickened, hard, ulcerated, but freely movable on the underlying tissue. 

The clitoris was entirely covered, and also movable. The left labium was en- 
larged, red and inflamed, but not ulcerated. The general process seemed to be 
extending into the vagina. 

The vulva was generally involved in an old chronic leucoplakie process. The 
skin in spots assumed a thin parchment-like appearance, with patches of greater 
thickness and whiteness, and numerous superficial excoriations, produced by the 
scratching. 


Laboratory findings, including Wassermann test, were all negative. 
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A diagnosis was made, in conjunction with the Dermatological Department of 
leucoplakia and carcinoma of the vulva. 

Under general anesthesia incisions were made on both sides over the inguinal 
eanil, and extending downward and posteriorly, and about one inch outside of 
the labia minora, so as to remove the leucoplakic areas. Another incision was made 
just within the vagina and to surround the urethra.. The labia and clitoris were 
amputated, together with the underlying tissues and superficial fat, and the glands 
over the inguinal region. By freeing the skin edges, closure was easily accom- 
plished. The mucous membrane of the vagina and the skin outside the area were 
approximated with interrupted chronics, isolating the urethra. 

A complete Bassett operation removing the deeper glands was not done, be- 
eause of the heart lesion. 

Pathologic Report.—Labia minora were both thickened and covered with a thick 
white epithelial covering, and one portion was hard, ulcerated and warty. On see- 
tion, the stroma of the labia was not grossly infiltrated. The masses of inguinal fat 
showed no glands. 

Histology.—A diffuse leucoplakial and a definite carcinomatous process was 
present. There were isolated islets of epidermoid carcinoma in the supporting 
stroma of the vulva. 

Convalescence was uneventful, wounds healing primarily. 

On March 28, 1930, the wounds were healed, and the patient no longer com- 
plained of the intolerable itching. 


DISCUSSION 


DR. WILLIAM SIDNEY SMITH.—This case again brings up the question: 
What is the best way in which to treat these cases, by surgery, or by radium? 

The cases which I have seen and treated by radium showed a tendency to 
recur, and they also had intolerable pain and itching. In a recent case which had 
carcinoma of the vulva which had been treated by radium, the result seemed per- 
fect, but the patient was in agony from pain and itching around the vulva. A 
few months later the growth recurred. I recall a case that was referred to me a 
few months ago for treatment of carcinoma of the vulva. Not having radium 
in proper form to treat the case, I sent her to Dr. Healy at the Memorial Hospital, 
thinking he would use radium. I saw him a few weeks later and asked him how 
he treated the patient, and he said he had decided to resort to surgery at once 
and excise the growth. 


DR. JOHN O. POLAK.—My experience is in complete agreement with what 
Dr. Smith has just said, namely, that radiotherapy in these eases has been fruit- 
less, and while we have apparently cured them, the patients are not relieved of their 
pain or their itching. 

The results obtained by Taussig are unparalleled. If you are not expert in 
doing the entire operation at one time you should do what he used to do before 
he became expert. His first operation was a bilateral adenectomy, doing the 
extensive Bassett operation, and supplementing that within two weeks with a 
vulvectomy. 

Furthermore, I want to emphasize that these leucoplakias are best treated only in 
one way, and that is by excision, if you want to give these women relief, and a 
large number of them become the seat of carcinoma. In following through a num- 
ber of these leucoplakias I have seen carcinoma develop and have regretted that I 
did not operate at the time, because of the insignificance of the lesion. 


DR. WALTER T. DANNREUTHER.—In the treatment of leucoplakia my best 
results have been from electrocoagulation, using from 50 to 250 milliamperes of 
diathermy current. One such case was done four months ago. The patient re- 
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ported the other day, completely free from all symptoms, and with 


a healthy 
granulating surface replacing the lesion, In that instance I did not spare the 


clitoris and coagulated everything, doing not only a surface coagulation, but intro. 
ducing a needle electrode deeply into the tissues to create a wall of coagulation well 
beyond the outer margin of the leucoplakia. It is important to seal the lymphatics 
in this manner. It is too early to allow a report of the definite results from 
this therapeutic method, as a period of five years has not yet elapsed, but I fee] 
sure that the results will prove infinitely better than after radium treatment, which 
I have now given up entirely. 

Electrocoagulation is certainly a much simpler procedure than the extensive 
dissection involved in the Bassett operation. In my experience, the symptoms 
have been relieved just as promptly, and it is surprising how soft and pliable 
the surface is after healing is complete. 

In answer to Dr. Polak’s question, I may say that I am not only referring to 
eases of leucoplakia, but also those manifesting beginning carcinoma. TI believe 
that if the inguinal lymph nodes are already enlarged, it is quite likely that the 
deeper lymph glands are also affected, and the patient will be little benefited py 
such an extensive and bloody procedure as the Bassett operation. This is only pee 
personal opinion at the present time, and I may change it later. a 

DR. SAMUEL A. WOLFE.—Under the microscope leucoplakia is a precancerous 
lesion, presenting a definite hyperplasia, and yet most of us have seen the end 
stages of leucoplakia terminating uneventfully into benign kraurosis. Formerly 
it was believed that leucoplakia and kraurosis were two definite and distinct diseases, 
but newer studies have demonstrated that krauresis is the end-result of leucoplakia. 

Another factor in vulvar carcinoma is the extensive lymphatic metastasis as 
illustrated in the ease report. Early metastasis and the resistance of the carcinoma 


to radiation make this type of tumor unsuitable for radium therapy. 


Dr. JosuHuA RoNsHEIM presented a report on the Maternal Mortality 
in the Jewish Hospital of Brooklyn. (For original article see page 
816.) 

DISCUSSION 


DR. ABRAHAM KOPLOWITZ.—It seems to me that rectal examination, in 
the hands of the majority, is still a safe procedure, and I do not believe that 
pushing the vaginal wall into the cervix is something that should be feared. The 
purpose of the rectal examination is to establish the amount of dilatation. Vaginal 
examination, however, even if carefully done, seems to carry with it a little more 
danger than the rectal examination. 

The three layer sutures in cesarean section, after all, mean proper peritonealiza- 
tion. I agree that you accomplish with that a great amount of protection in the 
classical operation, but still I do not believe that you can accomplish as much as 
you do with the two-flap operation, which is a cervical operation in the main, al- 
though the body is quite often involved. The chances of infection are thereby 
minimized. 


CHICAGO GYNECOLOGICAL SOCIETY 
MEETING OF MARCH 21, 1930 


Dr. Epwarp L. CorNELL reported a case of Neonatal Membranous Ob- 
struction of the Duodenum. 


The mother of this baby was Mrs. A., para i, aged forty-one years, married nine- 
teen years, last menstrual period July 13, 1929, and due April 20, 1930. 

During pregnancy she had slight nausea and some bleeding from the nose. 
Pelvic measurements were 25, 28, 33 and 21, with a diagonal conjugate of 12+. At 
the eighth month she developed polyhydramnios. On February 21, x-ray examination 
revealed a single vertex presentation. 

On March 12 at 10:00 a.M. a 6 em. bag was inserted. The blood pressure was 
130/75, and the temperature 97° to 99°. At 4:30 P.M. the bag came out, there was 
6 em. dilatation and pains had ceased. At 5:10 P.M. she was given 10 minims of 
intranasal thymopitocin. Within five minutes she began to have strong contractions, 
and at 5:55 P.M. dilatation was complete. At 6:27 ».M. with episiotomy a baby 
boy was born, weighing 2755 grams. It cried vigorously. The placenta was re- 
moved manually because of an hourglass contraction of the uterus. 

On the second day the baby began to vomit water and dark colored fluid. Severe 
icterus appeared on the fourth day. On the fifth day the child became cyanotic 
and died on Mareh 17. 

Autopsy disclosed a membranous obstruction of the duodenum at the level of 
the papilla of Vater. The ductus choledochus entered below the obstruction as 
a fibrous cord approximately 4 em. long. The small intestine below this obstruc- 
tion was normal in size. This accounts for the severe iecterus and the marked 
vomiting. There are only six cases of this type of obstruction in the literature. 
(See Archives of Pathology, 8: 611, 1929.) 


Dr. CHARLES B. REED discussed Avertin Anesthesia in Obstetrics. 


Tribromethylaleohol, or avertin, which has had wide usage abroad in surgical 
eases, is soon to be available for obstetric work in America. Being a rectal 
anesthetic, it obviously has many advantages. ; 

Avertin is a white erystalline powder which is readily soluble in water at a tem- 
perature of 104° F., but demands protection against light and air. 

Absorption by the bowel is quite rapid for nearly 80 per cent, says Straub, is 
taken up in the first twenty minutes. In fact, the drug enters the circulation much 
faster than the water in which it is dissolved. 

Elimination occurs through the kidneys by combination with glyuronie acid and 
for this reason it seems wise at present to avoid its use where the kidneys are 
damaged. 

Toxicity need not be feared until about three and one-half times the therapeutic 
dosage is exhibited so that the latitude of safety is adequate. 

The effects begin in approximately fifteen minutes after administration and 
last about two hours. There is no preliminary period of excitement and the 
awakening occurs as from normal sleep without pulmonary or cardiac complications 
and with no headache, depression or vomiting. 

During the narcotic period, the pulse varied in our cases from two to eight beats, 
the blood pressure shifted from five to ten points and the respiration from two to 
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four excursions in observations made at intervals of fifteen minutes. None of these 
changes are greater than one may vbserve in labor from the uterine activity alone, 

Preparation.—The drug is dissolved in water at a temperature of 104° F., 80 as 
to make a three per cent solution. The temperature must not rise above 104° F. 
or the substance will decompose and liberate dibromacetaldehyde which is markedly 
irritating and destructive to the rectal mucous membrane. Each application ~ 
quires a fresh preparation and each preparation must be carefully tested by adding 
two minims of a 1:1000 solution of Congo-red to every 5 ec. of avertin. If the 
color is a clear orange-red, the solution is right but if it turns blue, free hydro- 
bromie acid is present and the mixture must be discarded. 

The dose for anesthesia ranges from 0.1 grams to 0.15 grams per kilo of body 
weight. In our trials at the Wesley Maternity, we used only 0.05 to 0.06 grams 
per kilo of body weight and so obtained a narcosis rather than an anesthesia. 

The administration was begun in our eases when dilatation was complete. The 
technic requires the introduction of a tube into the rectum above the advancing 
head and through this the fiuid is passed to the colon. Gravity is usually sufficient 
if the container is high, but in some instances the head occludes the tube by 
pressure and a piston syringe is necessary. ; 

In our six eases three were multiparas and three primiparas. Two of the labors 
were induced. 

The duration of the effect in four cases averaged one hour and fifty minutes. In 
one case the period was four hours and thirty minutes with two injections. The 
results of the narcosis were excellent. No patient had any recollection of pain 
although in two instances a portion of the fluid was expelled. 

In no instance were the contractions affected nor the evolution of the third 
stage influenced. In two of the labors, fifteen drops of ether were given as the 
head passed the perineum and in another the same amount was administered for 
the perineal repair. 

At no time did the heart tones show anything but the usual fluctuations. Five of 
the babies cried lustily as soon as delivered and the sixth patient with a history of 
no heart tones on prenatal examination delivered a macerated fetus. 

The absorption of the avertin definitely relieves the pains of labor, does not 
interfere with the contractions, does not pass over to the child and with ordinary 
care it is safe for the mother and easy to use. 


CHICAGO GYNECOLOGICAL SOCIETY 
MEETING OF APRIL 18, 1930 


Dr. Irvinc IF’. STEIN reported a case of Perforation of the Uterus by 
a Crochet Needle. 


This patient, aged forty years, consulted me on April 12, 1930, with the request 
that I remove a crochet needle she had inserted in her uterus. She said she had a 
cork on the end of it but that it had gotten out of reach. On examination, it 
was found that she had no fever, pulse was 100 to 108, and respirations were normal. 
Sedimentation test was fifty minutes. The abdomen was soft. In the right side 
could be felt a rather soft mass extending about 4 or 5 em. above the symphysis. 
On bimanual examination, this mass seemed to be in two parts. There was a firm, 
round body just above the symphysis corresponding to the uterine fundus. To the 
right was a larger soft mass that gave the impression of being a mass of bowel 
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Fig. 1.—Crochet needle perforating myomatous pregnant uterus. <A, True corpus 
luteum. B, Ovum. C, Dull end perforating fibroid in right cornu. D, Cork on sharp 
end in cervical canal. 


or omentum adherent to the uterus. There was no evidence of peritonitis. Her 
last menstrual period was February 25. When she missed the March period by 
ten days, she inserted the crochet needle. She had during the last five years pro- 
duced three abortions successfully by this method and each time was able to recover 
the needle. She had no symptoms as a result of the introduction of the foreign 
body except spotting for five days. 

Just within the cervical canal one could feel a smooth object that was evidently 
the cork. It was deemed unwise to try to remove the needle because it was quite 
evident that though she had no temperature that it had perforated the uterus, and 
we felt it would be dangerous to pull it out of the uterus. She had been bleeding 
slightly for four or five days. She stated that she did not begin to bleed until 
she took some ergot, two days after introducing the needle. Operation was advised. 
An x-ray showed the foreign body in the pelvis almost reaching the iliae crest. 
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On opening the abdomen, we found that the uterus was myomatous and the part 
that extended to the left and felt like the fundus was a fibroid; though the crochet 
needle had perforated the uterus, handle foremost, it had gone through a fibroid, go 
there was no hemorrhage. The rest of the irregular enlargement was due to 
six weeks’ pregnancy and multiple myomas. Both ovaries were surrounded by 
fibrous adhesions from former ascending infection. In the posterior wall of the 
left broad ligament, there was a defect due to previous perforation. We removed 
the uterus and both ovaries. A true corpus luteum could be seen in the right 
ovary. Since operation her course has been uneventful. As shown in Fig. 1, the 
blunt end of the needle passed through the uterine cavity next to the ovum, through 
a myoma and protruded into the peritoneal cavity about 2 em. A tag of omentum 
was adherent at the point of perforation. 


Dr. Rupotpu W. reported a ease of Ablatio Placenta. 


The patient entered Passavant Hospital at 5:00 a.M. on March 26, 1930. She 
was a para v, aged forty; her previous four pregnancies were uneventful; she 
had had such efficient prenatal care in these pregnancies that she felt that in this 
one she was in no need of such care, so had no medical attendant. The previous 
evening she experienced fetal movements for the last time; at 3:00 A.M. of the 
twenty-sixth she was aroused, and on arising, even though there was a light 
burning, she could not see clearly, had to grope her way about the room. While 
administering to a child her membranes ruptured. She had a distressing time 
reaching the hospital on account of the severe snowstorm the night before; she 
had to come ten miles. 

On admission, the intern found the uterus very firmly contracted with almost 
continuous contractions; labor was progressing so rapidly that little time was 
available for a complete examination. I arrived at the hospital just in time to pre- 
pare my hands when the baby was born; a loop of cord was snugly about the 
neck and a second coil was about the body, but the first coil was easily released be- 
fore the infant was born; it had been dead some hours. The cord advanced at 
once and the placenta was expressed by Ahlfeld maneuver. With the placenta came 
a black, old, firm clot, commensurate to a pint of blood. About the same amount 
of black, old blood came with the placenta and clot. The placenta was delivered 
by Dunean’s mechanism; the opening in the membranes was some five inches from 
the placental border. On the maternal surface of the placenta there was an area 
of premature separation clearly marked. This area was about six inches long 
and two inches wide, semilunar and parallel to the placental periphery. In the 
twenty-three instances of ablatio placentae I have seen this is the first instance 
of absolute concealment of the homorrhage until after the birth of the child. It is 
very exceptional for a case to present no evidences of bleeding externally from start 
to finish. 

Immediately after the labor was completed, the bladder was eatheterized, re- 
moving from 15 to 20 ¢.c. of very bloody urine. On centrifugalization about one- 
tenth of the volume was blood. There were no casts, and practically no epithelium. 
The centrifuged, then filtered urine, showed some albumin. Her blood pressure was 
198/138; the pulse was 140. Later her blood pressure fell to 152/104, but near 
the exitus it rose again to 186/108. For some thirty hours she did well although 
some three or four hours postpartum she had a slight gush of blood, about six 
ounces being expelled. The uterus remained well contracted thereafter. 

The day following delivery, at 3:00 P.M., she suddenly became intensely cyanotic 
and dyspneic. When I saw her, the pulse was galloping, convulsive in character, 
with a rate of 130-140. The lungs were filled with course rhonchi and rales, 
especially posteriorly. There was an apical systolic murmur. The heart was 
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markedly enlarged. The medical consultant declared that the whole symptom com- 
plex presaged a chronic endomyoearditis. The liver was greatly enlarged, extending 
downward about three inches below normal and very tender. 

Eye ground examinations showed the retinae separated, more in the left eye 
than the right. Punetate hemorrhages were present. Patient died March 27. 

It is clearly evident that the woman had a typical example of ablatio placentae 
of the absolutely concealed type. My first diagnosis was that she had the toxic 
type, Couvellaire’s uteroplacental apoplexy, based on the high blood pressure, albumin 
and blood in the urine, ocular disturbance and the hepatic enlargement and a blood 
count of 12,280 immediately after delivery, later rising to 28,000. It is very diffi- 
eult to evaluate the toxic element in this case, as the high blood pressure, liver 
enlargement, albuminous clear urine, ocular changes, ete., may readily be explained 
on the score of a chronic cardiac inflammatory process. 

I do not know that anyone has accentuated the fact that high white counts in 
certain instances of ablatio, probably of toxie origin, are very characteristic of 
Couvellaire’s uteroplacental apoplexy. This case contributed to the fact announced 
by me that my previous case, published in 1923, had a most intense infiltration of the 
uterus and placenta with leucocytes. It will be well to have white counts taken 
in all cases known or suspected of being ablatios, just as it is indispensable to have 
red counts and hemoglobin estimations made. 

Finally, the only ultimate conclusive evidence of Couvellaire’s uteroplacental 
apoplexy is obtained by the inspection of the uterus by cesarean section or post- 
mortem examination. As we now see it, such instances must have the blue-black 
mottlings due to massive and microscopic hemorrhages within the musculature. As 
a postmortem examination was not permitted, we must fall back on a tentative 
diagnosis of toxie ablatio placenta with ablatio retina, chronie myocarditis as 
secondary diagnoses. 


Dr. 8. J. Focenson read a paper entitled Changes in the Generative 
Tract of Female White Mice Caused by Injection of an Aqueous 
Placental Female Sex Hormone, of which an abstract follows: 


We had such poor results with commercial preparation in 1927 that I decided 
to prepare, if possible, our own ovarian hormone. The first preparations were 
made according to the technic of Laqueur, described in the Lancet in 1927, and 
were found surprisingly potent. It was a water soluble extract obtained from 
human placentas and the dosage was determined through the use of castrated mice, 
one mouse unit being the amount needed to produce estrus in an adult castrate. 
Inasmuch as the hormone was thermostable, it could readily be concentrated by 
boiling and this is the preparation we have used clinically. Our results are par- 
ticularly interesting in view of the report by Collip in the Canadian Medical 
Journal (February, 1930). He has been able to isolate from the placenta a sub- 
stance which does not produce estrus in the castrate but accelerates growth in the 
immature rat. I cannot say whether our preparation accelerates growth in the 
immature rat but am certain of its effect on the adult. It cannot only produce 
estrus but has in my experiments kept adult mice, normal or castrate, in continuous 
estrus for at least four weeks. The two mice shown were adult litter mates and the 
one with the extremely enlarged uterus has been kept in estrus for ten days while 
the normal control is going through its normal estrus cycle. The findings here 
are exactly similar to the first lantern slide (Fig. 2), and this result is so 
much like the photograph shown by Collip that they could pass for the same 
photograph. Figs. 3 and 4 compare the ovaries of a normal adult mouse and 
one which has been kept in estrus for four days. No definite marked change is 
obvious but I beiieve that there is a suggestion of an increased number of early 
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corpora lutea. Figs. 5 and 6 contrast the uteri of the same mice, and it is quite 
obvious that in four days our aqueous, water soluble, placental estrus producing 
extract will produce a marked glandular hyperplasia or almost polypoid condition 
of the endometrium. At present it is impossible to say whether our preparation 
is a mixture of the substance isolated by Collip plus the estrus producing hormone, 
for he does not describe his method of preparation, and we have not tested the 
effect of our product on immature rats. 


+ 


Fig. 5.—Photomicrograph 100 of normal endometrium of control adult mouse. 


Fig. 6.—Photomicrograph X80 showing the marked hyperplasia with glandular 


proliferation in mouse kept in estrus for four days by the water soluble, placental 
female sex hormone. 


DISCUSSION 


DR. MARK GOLDSTINE.—This substance is very potent, as I know clinically 
from injecting it in young women, particularly one who has menorrhagia. I gave 
her ten injections and she has not menstruated since before Christmas. These 
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patients were bleeding irregularly and having menorrhagia and it brings them to 
their menopause or stops their bleeding. 

3efore Shaw brought out his article in 1929, I presented this group of cases 
before the Staff of Wesley Memorial Hospital in December, 1928, and I was Waiting 
to follow it up with some treated cases of idiopathic hemorrhage. Clinically our 
substanee does not bring on menstruation. I have tried that thoroughly. One 
girl has had over 200 injections without any menstruation, another 150. 

Answering Dr. Adair’s question, I do not think there is any doubt but in a 
certain percentage of these cases, curettage alone might stop it; I should say four 
or five per cent, just as it was clinically stopped before we used the hormone. 
Years ago, before the use of radium, we often did two or three curettages on these 
patients, particularly those with heart disease where the gynecologist did not want 
to operate. Now we can leave out x-ray, radium and surgery and stop these 
conditions with this treatment. On examining these curettage specimens, it is 
mighty hard to tell in these bleeding endometria the difference between the pre- 
menstrual endometria and some of the hyperplastic endometria. We know that 
these women stop bleeding because some of them were injected before curettage. 
There is no ease included in this series of menorrhagias that did not have a 
diagnostie curettage, because in two cases that clinically were free from malignancy, 
there was great doubt as to the possibility of malignancy. They were treated as 
malignant cases. Every case listed in this study had a curettage to eliminate this 
factor. 


Dr. Gustave KouiscHer read a paper entitled, Cystitis and Pyelitis in 
the Female. 


BALTIMORE GYNECOLOGICAL AND OBSTETRICAL SOCIETY 
MEETING OF FEBRUARY 14, 1930 


Dr. Erasmus Il. Kitoman presented a case of Tuberculous Kidney 
With Pyelitis, Stricture and Pyonephrosis of the Opposite Kidney. 


Mrs. L. S., aged sixty-four, was admitted to the Maryland General Hospital 
on August 11, 1929. Her chief complaint was pain in the left side and back with 
nausea and vomiting. This left-sided pain dated back over a period of from 
twenty-five to thirty years. 

The blood pressure was 125/80. There was a palpable mass in the region of 
the left kidney which was tender and slightly movable. Temperature 99° F.; pulse 
88; respirations 22; leucocyte count 6,800; blood urea 165.8 mg. per 100 ¢.¢.; 
phenolphthalein functional test 4 per cent one hour; Wassermann negative. 

On August 12, the patient was extremely nauseated and vomited. There was 
severe pain in the left side and the patient appeared to be bordering on uremic 
coma. On eystoscopie examination the bladder appeared slightly inflamed. The 
right orifice could not be located. A No. 8 catheter, wax tip, with 314 mm. bulb 
was introduced with slight difficulty into the left ureter. Urine came out under 
great pressure, 500 e.c. being obtained in the first twenty-five minutes and one 
liter was obtained in the first hour, this giving the patient great relief. A pyelo- 
gram was then made, which showed an enormously dilated pelvis of the left kidney 
with clubbing of the calices. The kidney was markedly enlarged and somewhat 
ptosed. No ealeuli were present. The right kidney, which was small, showed 
several shadows. On removing the catheter from the left there was a very definite 
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hang, showing a stricture at 12 and 9 em. from the external meatus. The urine 
from this kidney showed red blood cells and the culture showed B. coli. 

The patient remained comfortable for the next two days but on August 16 she 
had complete anuria and again suggested the picture of one bordering on uremic 
eoma. She complained of pain in the left side, was nauseated, and vomited. The 
second cystoscopy revealed that the kidney had filled up again and this time two 
liters of urine were obtained in two hours. A differential functional test was 
done and again showed 4 per cent with no urine coming from the bladder repre- 
senting the right kidney. The right orifice again was not located. The catheter 
was left in with the hope of giving continuous drainage to the left kidney which 
now appeared to be the only one functioning. 

On August 18 the catheter came out of its own accord. The patient, however, 
was much better, now having a blood urea of 94 mg., normal temperature and 
respiration, and no nausea. 

On August 19 the patient was much worse, complaining of pain, voiding scantily, 
and being nauseated. 

On August 21 the patient was very ill with nausea and vomiting and complete 
anuria. She was again eystoscoped. The right orifice still remained hidden. The 
left side was eatheterized, using a large bulb in the hope of keeping the catheter in. 

On August 22 in spite of all efforts to retain the indwelling catheter, it was 
again pushed out and the patient immediately began to get worse. 

On August 23 the catheter was again inserted, using this time a 5 mm. bulb 
which was introduced with some difficulty because of the strictures. The patient 
was immediately relieved by drainage. The catheter was fixed with adhesive tape in 
the hope of holding it in. 

On August 24 the patient was so much improved that we felt that this was a 
good time to give her some permanent drainage, as we were making little headway 
by attempting to dilate her ureter and leaving in a retention catheter. An in- 
cision was made over the left kidney. A small buttonhole incision was made in 
the pelvis of this kidney. A mushroom catheter was sutured into this opening and 
it was drained through the left side, leaving in the ureteral catheter, which gave 
two-way drainage. She stood the operation very well, was sent back to her room 
in a very short time with a pulse of 120, temperature of 99° F, and respiration 
normal, 

On August 25 the output was 1800 ¢.c., 700 through the ureter and 1100 through 
the pelvis of the kidney. 

On August 26 the output was 1475 e¢.c., 600 through the ureter and 875 through 
the kidney catheter. The patient continued in this fashion, gradually putting out 
less through the kidney catheter and more through the ureteral catheter for several 
days. During this time she was given pelvic lavage of 1-500 silver nitrate through 
both catheters and the pus was gradually decreasing. 

On September 6 functional test was done, resulting in 30 per cent the first half- 
hour and 15 per cent the second half-hour, making a total of 45 per cent as compared 
with 4 per cent of several weeks before. The blood urea now was 46 mg. in con- 
trast to 165 mg. on admission. There was practically no drainage around the kid- 
ney catheter. 

The patient was now thought to be improved sufficiently to allow investigation 
of the right kidney which was thought not to be functioning but was possibly so 
clogged up with stones that there might be some hope for its recovery. 

Under local anesthesia the right kidney was removed. It was extremely small, 
hard, and functionless, and proved to be tuberculous. The patient was drained 
with two cigarette drains and stood the operation well. 

On September 13, the kidney catheter was clamped, causing all the urine to 
pass through the ureteral catheter, which was still in position. 
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On September 16 the ureteral catheter was removed and the patient beg 

5 

void normally. 
that the long 


an to 
The ureter was then dilated on several occasions but it appeared 


stay of the ureteral catheter had completely dilated the strictures go 
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kidney. 


There had been no drainage around the catheter and a Dakin tube was 
inserted. 
On September 20 the patient began to sit up in bed, running a temperature of 
99° F., with pulse and respirations normal. The stricture had been gradually 
dilated with wax bulbs ranging from 324 mm. up to as high as 514 mm., indicating 
that the ureter was dilated up to normal. The patient is now feeling better than 
she has for years. 

On September 22 the Dakin tube was removed. The patient continued to im- 
prove. Both incisions were healed and she was up and about. 


Her blood pressure 
was now 160/72. 


The kidney function was 40 per cent in the first half-hour and 
15 per cent in the second half-hour, making a total of 55 per cent and the eultures 
showed no infection. The blood urea was 36 mg., and the patient had changed 
completely from the picture of an extremely ill woman to one who was now very 
happy and well. 

The patient was discharged on September 28, and I have seen her every few 
weeks up until the present time; she has been in excellent condition, with her re- 
maining kidney functioning almost normally. 


DISCUSSION 


DR. GUY L. HUNNER.—One could not wish for a more striking demonstration 
of the value of ureteral stricture work than is furnished by this case of Dr. 
Kloman’s 

sy our traditional methods of at once attacking the kidney by open operation, 
the life of this patient might have been saved, but she would still be carrying a 
lumbar drainage tube, and to preserve life the nuisance of this external drainage 
would have to remain permanent. Through his knowledge of ureteral stricture 
work Dr. Kloman has been able to restore this extremely ill woman of sixty-four 
to a comparatively normal existence. 

Dr. Howard Kelly was the first to chart the fact clearly that ureteral stricture 
with its consequent bad drainage is responsible for many hydronephroses and in- 
fections of the kidney, and that the proper treatment in such eases is not by direct 
surgical attack on the kidney but by the establishment of better ureteral drainage. 

This was in 1902, and he was so far in advance of the urologic thought and 
practice of this day that no one gave the least attention to his prophetic vision. 

In the past fifteen years we have gradually accumulated data, covering literally 
thousands of cases, supporting the view that ureteral stricture is the most important 
lesion of the urinary tract. It is the chief factor in causing many of our surgical 
diseases of the upper tract, and future work will show that many so-called medical 
renal lesions are the results of bad drainage due to stricture. 

Dr. Kloman’s report deals with a patient who has probably had tuberculosis of 
the right kidney for many years, finally leading to the destruction of that kidney. 
The patient came because of symptoms located in the left kidney region, with a 
history indicating that these symptoms were marked for the past twenty-five to 
thirty years. 

In 1928 I presented evidence tending to show that even tuberculosis of the 
kidney often supervenes on the stasis and lowered resistance due to ordinary stric- 
ture, either of congenital or inflammatory origin. I reported on 15 patients who 
had returned months or years after the removal of a tuberculous kidney, complain- 
ing of symptoms in the remaining kidney. In two of these there was reflux of urine 
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from the bladder to the kidney, so I could not determine whether these ureters had 
been the seat of stricture, but in the other 13 eases stricture was found and the 
symptoms were relieved by ureteral dilatation. 

These findings led to the careful investigation of all new patients having mono- 
lateral tuberculosis, and in all of them I have demonstrated by the bulb test and 
.y-rays that stricture exists on the supposedly healthy side, in some instances with 
considerable hydronephrosis. 

My interpretation of Dr. Kloman’s ease is, therefore, as follows: The patient. 
probably had bilateral ureteral stricture resulting on the right side in tuberculosis 
and ealeulus formation with complete destruction but without serious symptoms. 
Her left-sided symptoms of thirty years’ duration were probably first due to 
stricture resulting in hydronephrosis. Later this hydronephrosis became infected 
and the patient had a pyonephrosis apparently of pyogenie origin, a one-hour 
phthalein test of 4 per cent, and a blood nitrogen of 165 mg. 


Dr. M. R. Ropinson, of New York, read by invitation a paper entitled 
Primary and Secondary Ovarian Cancer, a Histogenetic, Morpho- 
logic and Clinical Study. 


Dr. Josepn E. Moore read a paper entitled Syphilis and the Wasser- 
mann Reaction in the Private Practice of Obstetrics, of which an 
abstract follows: 


It has long been known that syphilis is a milder disease in women than in men. 
In the average pregnant woman with syphilis, physical examination fails to reveal 
any evidence of the disease. Hence, the Wassermann reaction is the best way to 
obtain information as to its presence and absence. The incidence of syphilis in the 
clientele of a number of clinics, totaling 58,000 cases, is from 3 to 23 per cent. 

In contrast to the apparent beneficial effect of pregnancy on the lesions of 
syphilis, syphilis produces disastrous results in the outcome of pregnancy in the 
form of miscarriage, stillbirths, and syphilitic children. The effect of the treat- 
ment of syphilitic pregnant women on their offspring is particularly satisfactory. 
From the most frequent cause of fetal death, syphilis has now dropped to the least 
frequent. 

It is a matter of surprise to the syphilologist that the average obstetrician, so 
convinced of the value of routine Wassermanns and antisyphilitie treatment in 
clinic practice, is so averse to applying the same procedure in private practice. I 
have reviewed our own office records of private patients, and find that in ten 
years we have seen no less than 40 babies and children with congenital syphilis, many 
of whom are members of the most cultured and educated families; and not in a 
sing!- instance did the mother have a Wassermann test or treatment during preg- 
nancy. Surely the fact that a woman belongs to a family of sufficient financial 
prominence to entitle her to the private services of a physician during pregnancy, 
should not entitle her to less consideration in this respect than the charity patient. 


DISCUSSION 


DR. J. WHITRIDGE WILLIAMS.—I am gratified that Dr. Moore has given 
such prominence to our results, as I think we are entitled to the credit of having 
been the first to institute routine Wassermann examination in prenatal care and 
to have demonstrated that in many eases an amount of treatment which by no 
stretch of the imagination could be considered sufficient to cure the mother, 
will result in a normal instead of a syphilitic child. At Johns Hopkins we 
are now conducting a research which may possibly afford an explanation for this 
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phenomenon. Some time ago, I suggested that it might be advisable to determine 
whether or not arsenic is stored in the placentas of women receiving arsphenamine, 
During the past few months, Dr. Eastman of my staff has examined a number of 
such placentas, and in every instance has found that the placenta contained eon. 
siderable quantities of arsenic for as long as six or seven weeks after the ad. 
ministration of the last dose of arsphenamine. Furthermore, in the last few cases, 
he had estimated separately the amount of arsenic contained in the villi and in 
the decidual layer of the placenta, respectively, and has found much larger quantities 
in the former. If these results are substantiated by further work, they will prob- 
ably indicate that the placenta in some way has a selective attraction for arsenic, 
which it stores and then feeds out to the fetus, as it is needed. 

I think that it is important for the younger men present to realize the very 
marked change which has resulted from the routine treatment of all pregnant 
women giving a positive Wassermann test. Up to the time this practice was in- 
augurated, large numbers of syphilitic babies were born on our service, and scarcely 
a week passed without our being able to demonstrate a syphilitie placenta. During 
the last few years, however, all this has changed, with the result that we now 
rarely see syphilitic children born to patients who have received prenatal care, and 
we see them only in emergency cases which have not had such care. Likewise, 
syphilitic placentas are now so rare as to be regarded almost as curiosities; 
whereas, in the past, scarcely a week passed without seeing one. 

Up to the present time it has not been my practice to make routine Wasser- 
manns upon private patients from the upper walks of life; and so far as I know, 
I have had no reason to regret it. On the other hand, in view of what Dr. Moore 
has shown, I feel that I have perhaps been negligent, and that as a matter of 
precaution it might be well to treat private patients just as we have treated ward 


patients for the past fifteen years. 
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Department of Maternal Welfare 


CONDUCTED BY L. M.D., Cuicaco, ILL. 


A PRELIMINARY REPORT OF A STUDY OF RECORDS OF THE 
MATERNITY CENTER ASSOCIATION OF NEW YORK 


By Louis I. Dusiin,* Pu.D., Hazet Corpin,t New York, N. Y. 


HE following report covers a study made jointly by the Maternity Center Asso- 

ciation and the Statistical Bureau of the Metropolitan Life Insurance Company of 
the records of 4,726 women cared for by the Association during the past eight years. 
The records studied are those of patients cared for and dismissed from January 1, 
1922, to December 31, 1929, inclusive—except those dismissed because they were 
found to be ‘‘not pregnant,’’ because they were ‘‘not found’’ at the address given, 
because they ‘‘moved from the district,’’ or because they were ‘‘transferred to 
other agencies. ’”’ 


PERIOD OF CARE 


It is significant that during this entire period only 28 per cent of the patients 
came under *hservation before the fifth month of pregnancy; an additional 34 per 
cent came under care in the fifth or sixth month; and the remaining 388 per cent 
in the last three months of pregnancy. Two per cent actually received their first 
care in the ninth month. It is clear that those mothers who came to the Associa- 
tion for care after the seventh month of pregnancy cannot be considered as having 
received adequate prenatal care. 

It is important to note that 85 per cent of the patients had registered before the 
completion of the seventh month of pregnancy. For these women a very real service, 
as we shall see, has been rendered, the value of the service increasing with the 
length of the period they were under observation. 


ATTENDANT AT DELIVERY 


About an equal number of the women were delivered at home and in hospitals. 
Of those confined in hospitals, staff physicians attended about 80 per cent, private 
physicians attended only 2 per cent, and the Bellevue Midwife Service 18 per cent. 
Deliveries in the home were made by hospital out-patient physicians in 41 per cent 
of the cases, by private physicians in 30 per cent, by the Bellevue Midwife Service 
in 15 per cent, and other miCwives in nearly 14 per cent. Considering all the 
cases together, physicians attended slightly more than three-quarters of the cases, 
Bellevue Midwife Service 17 per cent and other midwives 7 per cent. 

A nurse from the Association was present in the home at time of delivery in 46 
per cent of all the cases attended by a physician or private midwife, the ratio 
varied, however, with the type of medical attendance; 64 per cent of the private 
physicians used the services of the Maternity Center Association’s nurses, but only 
46 per cent of the hospital out-patient physicians and but 6 per cent of the private 
midwives. 


*Statistician, Metropolitan Life Insurance Co. 
tDirector, Maternity Center Association. 
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CONCRETE RESULTS 


The following concrete results of these 4,726 pregnancies are worthy of attention: 

1. During the entire period of eight years no woman under care died before 
delivery. 

2. Eleven mothers died within one month after delivery from puerperal causes, 

3. There were 4,596 live born babies, 123 stillbirths, and 132 of the live babies 
died before they were one month old. 


4. There were 274 premature deliveries, 61 of which were misearriages, 
g 
COMPLICATIONS OF PREGNANCY 


One fundamental purpose of prenatal service is to conserve the health of mothers 
during pregnancy by keeping constant watch for the development of any symptoms 
that suggest conditions which may unfavorably affect their health. Albuminuria, 
edema, and high blood pressure are some of these symptoms. 

In this group of women 15 per cent showed albuminuria, with or without some 
other symptom; 5 per cent had high blood pressure only; 13 per cent had some 
other symptoms, such as edema, elevated temperature, bleeding, ete.; while 0.8 per 
cent had a definite toxemia. In all, 1,604 women or one-third of the total, had one 
or more symptoms of abnormality, at one time or another during pregnancy. In 
every instance the patients were referred for medical advice or were temporarily 
eared for by means authorized by the Medical Board of the Association. It is of 
interest that not one of these women died before delivery. 

These complications of pregnancy apparently play an important part in the 
welfare of mother and child. Among women who showed complications during 
pregnancy, the ratio delivered before term was 74 per 1,000, or about 50 per cent 
higher than among those with no complication (50 per 1,000). In the matter of 
stillbirths also, complications during pregnancy seem to play an important part. 
Among women with complications, 39 in 1,000 had stillborn babies as compared 
with only 19 per 1,000 among women with no complications. That is to say the 
chances for stillbirth are doubled when mothers have complications during preg- 
nancy. These complications of pregnancy do not appear to have had so large an 
effect on the welfare of the baby during the first month of life. Twenty-nine per 
1,000 of the babies whose mothers had complications died before the first month, 
while in the group without complications the rate was 26 per 1,000. 


MATERNAL DEATHS 


Thirteen of the 4,726 pregnant women died. Two died from causes other than 
‘the puerperal state, leaving 11 deaths charged to maternity. This is a rate of 
2.3 per 1,000 pregnancies, equivalent to one puerperal death for every 430 preg- 
nancies. This ratio, being based on pregnancies, is not comparable to the ex- 
perience in the general population because, in the latter case, the total number of 
pregnancies is unknown. On the other hand, the maternal mortality rate based on 
live births, was 2.4 per 1,000, which may be compared with the rate of 5.3 
maternal deaths among white women in New York City (1922 to 1926). 
Fortunately, we are able to make comparisons with a group of mothers in the 
very same district, none of whom received the care of the Maternity Center Asso- 
ciation. As data for this control group are not available for the entire eight years 
we have limited comparisons to the six-year period from 1923 to 1928, which is 
extensive enough to give reliable results. In the Bellevue-Yorkville District the 
mothers who did not have the care of the Maternity Center Association showed a 
maternal mortality rate of 6.2 or nearly three times as high as the rate for 
mothers who had that care. This reduction in the deaths of mothers is very 
gratifying and is indicative of the saving of lives that might be accomplished in 


MATERNAL WELFARE 879 


the general population were every pregnant mother to receive the benefits of a 
specialized maternity service. 


The causes of the 11 puerperal deaths may be classified as follows: 


Puerperal sepsis 4 
Placenta previa with hemorrhage and shock 1 
Postpartum hemorrhage 1 
Embolism ] 
Pulmonary embolism 1 
Pulmonary edema (no other data given) 1 
Lobar pneumonia and premature delivery 1 
Premature separation of placenta and nephritis 1 

Total 11 


In the total of 11 fatal cases 7 mothers were under the direct supervision of 
the medical staffs of hospitals during pregnancy and all but one were confined in 
hospitals; the remaining 4 were delivered by private physicians. Only 2 of the 
fatal cases were primiparas, which is a slightly lower ratio than that for all cases. 

Although the ratio of deaths is lower in this experience than in the general 
population, it is not yet as low as it should be. The 4 deaths from puerperal 
sepsis and the 2 from hemorrhage might possibly have been prevented, but the other 
5 deaths may fall into the unpreventable group. It is gratifying that no death 
cecurred from eclampsia, for when all is said and done, the deaths that may 
largely be prevented by supervision during pregnancy are those which result from 
the toxemias and from bleeding during pregnancy. 


DEAD BABIES 


There were 123 stillbirths in these 4,726 pregnancies, a rate of 26 per 1,000 
births. This rate is considerably lower than is usually registered in New York 
City, which in 1928 was 46 per 1,000. The number of stillbirths was 42 per cent 
lower in the Maternity Center Association group than in the rest of the district, 
the rates being 27.2 as against 46.8 respectively. 


Very little is known of the physiologic and pathologic conditions of the fetus 
and we are therefore at sea when it comes to a study of the causes of stillbirths. 
Many of these deaths are unavoidable, particularly those due to congenital de- 
fects, but a reduction of stillbirths has resulted from improved eare of mothers 
during pregnancy. 

Out of the total of 4,596 live born babies 132 (including 50 premature) died 
before they were one month old, that is, 28.7 per 1,000 live births. In New York 
City the rate in 1928 was 32 per 1,000. But the rate of 28.7 for the Maternity 
Center Association group was one-third less than the rate (42.9) for the rest of the 
Bellevue-Yorkville District. 


The causes of death of the 82 full-term babies were: 


Injuries at birth 17 
Congenital malformation 17 
Congenital debility 5 
Diseases peculiar to early infancy 14 
Pneumonia 6 
Other causes 9 
Not specified 14 

Total 82 


Thus, injuries at birth and diseases peculiar to early infancy were responsible for 
at least 65 per cent of all these deaths, 
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The 50 premature babies died from the following causes: 


Prematurity (no other condition stated) 31 
Congenital conditions 9 
Injuries at birth 5 
Other causes 5 

Total 50 


Combining the data for the two groups, we find that over 75 per cent of the 
deaths of live born babies were due to obstetric or developmental causes. Little 
is known about preventing the developmental causes, but the total deaths can be 
reduced still further by continuing to improve the care of women in labor. 


PREMATURITY 
There were 213 premature deliveries and 61 miscarriages, a rate of 13 miscarriages 
in 1,000 pregnancies. We have at present no sufficiently accurate and inclusive data 
with which to compare this, though such as we have, indicates a saving here also. 


SUMMARY 


This study, therefore, demonstrates that, on the score of all essential indices, 
prenatal care, as conducted by the Maternity Center Association, produces effective 
results. The mortality of the mothers was reduced to about a third of the mortality 
occurring in the same area among women not receiving the intensive care offered 
by the Maternity Center. Stillbirths were 42 per cent lower than in the rest of 
the district and infant deaths in the first month of life were reduced 32 per cent 
as compared with the control group in the same area. 

3ut it is only too true that in spite of the gains, the irreducible minimum has 
not yet been reached in the mortality of mothers, in the diminution of stillbirths 
or in the deaths of babies under one month. There are still too many misfortunes 
to mothers and babies under the present régime. A combination of such a service 
as the Maternity Center Association gives with a well-controlled Medical Delivery 
Service preferably under a hospital’s supervision, would more than likely eliminate 
many of these misfortunes. 

For the country as a whele, the results already achieved in the Maternity Center 
experiment reported in this study, have very definite implications. If the same 
type of service could be rendered universally and the same results obtained, 10,000 
of the 16,500 women who die annually could be saved; many stillbirths could be 
prevented and some 30,000 babies that annually now die, under one month, would 
be living. The need of the future is obviously to put into operation the machinery 
which has been demonstrated over these years to be effective. 

* * 

N. B.—For the better appreciation of this report, the following brief statement 
of the work of the Maternity Center Association is appended. 

Since 1922 the Association has been giving to the mothers under its care medical 
and nursing supervision, care, and instruction during pregnancy; help in arranging 
for delivery care; nursing assistance at time of delivery; nursing supervision, 
care, and instruction during the postpartum period; a postpartum medical examina- 
tion, and help in arranging medical supervision for the baby and further care for 
the mother when necessary. 

It is the policy of the Association to urge each mother to register as early as 
possible in pregnancy, with the doctor or hospital physician who would deliver her. 
All mothers are helped to select, from the medical services available in the district, 
the service best suited to their condition. As a result, the physician responsible 
for the delivery care has the advantage of first-hand knowledge of his patient’s con- 
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dition throughout pregnancy. When, in spite of every effort of the nurse, no 
physician has been employed, or when the patients are to be delivered by mid- 
wives, medical supervision during pregnancy is provided through the Maternity 
Center Association clinics. But in either case, whether medical supervision is 
obtained through the clinics or from private physicians, the nurses keep in close 
touch with the patient over as long a period as possible during pregnancy and 
report their findings to the physician responsible. The nursing supervision is given 
partly in the home of the patient and partly at the nursing centers. 
This work is done by: 
1. Instructing the mothers during pregnancy in: 
(a) The mother’s hygiene—nutrition, rest, exercise—and how it may be fitted 
into the daily régime of the home. 
(b) The preparation for the baby, including its clothes, bed, toilet supplies, 
and their care. 
(c) The preparation of delivery supplies and a plan for the mother’s eare 
during delivery and the lying-in period. 
(d) The care of the baby, including its bath, rest, exercise, food and daily 
régime in relation to the needs of the family. 


2. Observing and questioning the mother to learn about symptoms and dis- 
comforts needing attention, including simple urinalysis and measuring the systolic 
blood pressure. 

3. Studying the mother’s home surroundings and family relationships so as to 
discover—and help to solve—any problem which in any way may disturb her peace of 
mind. 

4. Considering the health of every member of the family—teaching the funda- 
mentals of personal and home hygiene and arranging for health examinations, the 
correction of defects, the following of treatments or advice. 

5. Helping the doctor or midwife during delivery. 

6. Giving—or teaching some responsible person to give—the necessary care to 
mother and baby during the days that follow. 

7. Teaching the family why a well baby needs continuous medical supervision 
and why a mother needs an examination by a doctor when the baby is six weeks 
old and helping to arrange for these and for further care when that is indicated. 

8. Keeping the doctor or hospital informed by sending a detailed report of 
each visit including findings and advice. 
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Department of Reviews and Abstracts 


CONDUCTED BY HuGo EHRENFEST, M.D., ASSOCIATE EDITOR 


Selected Abstracts 


Newborn 


Yagi, H.: Birth Injuries in the Newborn. Part III, Autopsy Results in 
Intracranial Hemorrhage. Japanese J. Obst. & Gynee. 12: 335, 1929. 


In 144 consecutive autopsies, Yagi found 50 cases of intracranial hemorrhage. 
The importance of asphyxia neonatorum as a cause of fetal death is losing ground 
because in many cases of supposed asphyxia, cerebral hemorrhage is found to ex- 
plain the death. Of the different kinds of hemorrhage seen, subdural hemorrhage 
was the most frequent (88 per cent) and then in order were leptomeningeal (26 
per cent), intraventricular (18 per cent), intracerebral (10 per cent) and epidural 
(6 per cent). Some subdural hemorrhages are the result of rupture of the tentorium 
cerebelli and the falx cerebri. The author explains these hemorrhages on the basis 
of stasis, pressure and resistance. Two factors are important in the prophylaxis of 
cerebral hemorrhage. (1) Measures to prevent disturbances in the intracranial 
circulation produced by intrauterine suffocation, delayed labor, ete., and (2) measures 


to avoid compression of the cranium eaused by forceps, manual extraction, ete. 


J. P. GREENHILL. 


Yagi, H.: Birth Injuries in the Newborn. Part IV, Mortality Statistics of the 
Newborn Children and Investigation of the Cause of Death Based Upon 
Autopsy. Japanese J. Obst. & Gynee. 12: 345, 1929. 


Yagi emphasizes that intracranial hemorrhage is the most frequent cause of 
fetal death during labor and at autopsy it was found in 34 per cent of all fetuses 
examined by the author. Asphyxia and pneumonia were next in order and they 
accounted for 28 per cent of the cases seen at sutopsy. Hemorrhage and suf- 
focation are intimately related with the duration of labor and are greatly affected by 
obstetrical interventions. Henee the obstetrician should avoid delay during labor 
and also too frequent operative intervention. 


J. P. GREENHILL. 


Paddock, R.: Intracranial Injury Due to Labor. Southern M. J. 22: 130, 1929. 


Fifty cases are reported of intracranial injury in viable children. Four cases 
involved one-sided laceration of the tentorium without hemorrhage. Forty-six cases 
showed intracranial lacerations without hemorrhage. Ten showed extravasation 
from the cerebral veins. Thirty-one had laceration and hemorrhage together, twenty 
of them with tentorial tears, ten with tear of tentorium and falx and one with the 
falx aione torn. The causes of the damage were disproportion between fetus and 
pelvis; inaccurate application of operative procedure; delay of operative procedure; 
ill advised use of pituitary extract, and rigid perineum. Careful pelvimetry and 
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prophylactic forceps in primiparae together with episiotomy apparently are the 
remedies. In breech deliveries skill in handling rather than trying to rush the 
infant through will prevent head injuries. 

A. C, WILLIAMSON. 


Yagi, H.: Birth Injuries in the Newborn. Part V, Diagnosis of Intracranial 
Hemorrhage in the Newborn Children by Roentgen Rays. Japanese J. Obst, 
& Gynec. 12: 223, 1929. 


The most certain way of demonstrating intracranial hemorrhage is by autopsy. 
If a postmortem examination cannot be done, there are two alternatives. One is to 
perform a lumbar or fontanelle puncture and the other is to take an x-ray picture. 
Minium or barium sulphate solutions injected into the jugular veins are the best 
for this purpose. The author demonstrated intracranial hemorrhage in 30 newborn 
babies by means of taking x-ray pictures after barium sulphate was injected. 


J. P. GREENHILL. 


Roberts, M. H.: Intracranial Hemorrhage in the Newborn Infant as Demonstrated 
by the Roentgen Rays. Am. J. Dis. Child. 38: 1196, 1929. 


The author attempts to improve on Schoenholtz’s work who injected a red lead 
solution, impermeable to x-rays, into the carotid veins. Roberts used metallic mereury 
which he, however, injected not into the veins but into the right common carotid 
artery. Thus the entire arterial system becomes visualized in the x-ray picture. 
The article carries several illustrations showing large blobs of mereury that ap- 
parently are in the ventricles or over the hemispheres. Since intracranial hemor- 
rhages practically always originate from veins and not from arteries, the question 
arises whether these blobs of mereury outside of the blood vessels shown in the 
author’s pictures are really proof of previously injured vessels or only artifacts pro- 
duced by the injection of so heavy a metal. 

P, J. ZENTAY. 


Schlack: Diagnostic Value of Hemorrhagic Spinal Fluid. Miinchen med. 
Wehnschr. 75: 1502, 1928. 


Schlack presents a method of determining whether blood in the spinal fluid of a 
newborn child, as obtained by puncture, is due to faulty technic in puncture or to 
a birth trauma. The fluid is immediately centrifuged very vigorously in a narrow 
tube; then the upper half of the supernatant fluid is removed and the benzidine 
test performed. If the test is positive the blood was present before puncture; if 
negative, it was caused by the needle. Of 44 such examinations, 33 specimens con- 
tained blood; of these 22 were positive to this test. In 18 of these cases autopsy 
was done. In all the eases where a negative reaction was obtained there was 
no cerebral hemorrhage. In 2 of the cases where a positive reaction was found, no 
hemorrhages were present. The value of the test is that, when a negative result 
is obtained, intracranial hemorrhage can be excluded. 

SHULMAN. 


Rihl, J., and Weinzierl, E.: Fetal Cardiac Arrhythmia. Arch. f. Gynik. 130: 
626, 1927. 


The authors lay more stress on the character of the fetal heart tones than upon 
their rate. A rate above 160 without a previous slowing is of no clinical importance. 
They hold, however, that a rate down to or below 100 indicates fetal danger from 
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asphyxia. The same holds true for any wide variations in fetal heart rate, 


Fetal 


heart sounds that become faint, weak or distant also indieate real danger. 
The slowing of fetal heart tones may follow cither the asphyxia which is produced 
by an excessive amount of carbon dioxide in the cireulation and an insufficient 
amount of oxygen or brain pressure. The latter is less harmful to the fetus. 
Usually, however, both conditions are present at the same time. 
The occurrence of fetal cardiac arrhythmias is not uncommon. 


The authors 
report three such cases. 


One was delivered by cesarean section and the arrhythmia, 
which was demonstrated after birth by means of the electrocardiograph, persisted 
for weeks. This was cardiac in origin. The other two cases were of unknown 
etiology, and persisted only for a few days. Fetal eardiac irregularity may pe 
due, therefore, not only to intrauterine disturbances but also to inherent pathology 
of the fetal heart. Such a distinction is of value for, when found early in labor 
with slight pains, nonengagement, and therefore no cerebral pressure, ete., there 
is no obstetric indication for interference. 


RALPH A, REIS. 


Waller, B.: Our Experience with Chloroform Used to Combat Intrauterine 
Asphyxia. Med. Klin. 23: 1174, 1927. 


aoe 


Slowing of the fetal heart tones in utero is due to two factors, namely, interference 
with tissue respiration and inerease in intracranial pressure with stimulation of the 
vagus. The beneficial effect of chloroform in the treatment of asphyxia is due to 
relaxation of the uterus with consequent cessation of compression of the fetal 
head. Chloroform also diminishes excessive tonicity of the levator ani muscles which 
frequently compress the fetal head. Some individuals recommend pituitrin when 
the fetal heart tones become irregular but this only aggravates the condition, except 
when the head is at the vulva. 


Since May, 1924, among 4500 labors 


at the Prague clinic, there were 180 cases 
where the heart tones were irregular and in 80 of these chloroform was used. The 
indication for the use of chloroform was a fetal heart rate of less than 80 per minute 
during more than two intervals between uterine pains. In 69 per cent of the cases, 
the heart tones returned to normal and the babies were born alive spontaneously. 
In only 7.5 per cent was there a complete absence of effect and in these cases the 
cause of the fetal distress was not severe uterine contractions but other factors. 
In about half the eases where chloroform failed to act, looping of the umbilical 
cord was responsible for the fetal asphyxia. Not much chloroform is necessary in 
this form of treatment and in not a single instance was a baby harmed by the 
anesthetic. 


J. P. GREENHILL. 


Holtermann: Pathology of Overterm Pregnancy. An Early Symptom of Impend- 
ing Intrauterine Death. Zentralbl. f. Gyniik. 53: 711, 1929. 


Six cases of fetal postmaturity varying from fourteen to sixty-two days, and 
ending in fetal death were observed by the author. Of these 6, 5 showed no 
assignable cause of death at autopsy. With this as a starting point, signs of im- 
pending fetal death were searched for. In the next four eases observed, fetal 
arrhythmias (1 case of extrasystole, and 3 eases of slowing of fetal heart rate with 
irregular rhythm) were found for the first time 11, 12, 7, and 14 days respectively, 
beyond the expected date of delivery as caleulated from the last menstrual period. 
Two of the mothers had previously lost 3 postmature babies and so were considered 
habitual. The first 3 babies of the 4 cases considered were delivered by section, 
and survived. The fourth baby perished two and three-fourths hours after the first 
appearance of an arrhythmia, before delivery was attempted. The author believes 
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that postmaturity up to ten days does not offer much danger to the fetus. He 
emphasizes that fetal death does not appear suddenly, but after definite prodromal 
symptoms (arrhythmias), and therefore this symptom must be considered as an early 
warning of impending intrauterine death of the fetus. 

WILLIAM F. MENGERT. 


Alexander-Katz, R.: Forensic Significance of Tentorial Tears of Newborn Infants. 
Deutsche Ztschr. f. d. ges. gerichtl. Med. 8: 5, 1926. 


The practical importance of the problem is clearly proved by the fact that out 
of 13 medicolegal autopsies of newborn babies, performed because the respective 
mothers were under suspicion of having killed their babies, in seven death was 
established as being due to hemorrhages from tentorial tears. These findings 
established the innocence of the accused mothers and they were immediately dis- 
charged by the court. Of importance is the further fact that in these seven instances, 
three of the babies were born precipitately, a type of birth well known in the 
causation of tentorial lacerations. 

The tentorium might unintentionally be torn in rough manipulations of the 
head postmortem or during autopsy, but this fact is easily recognized by the 
absence of blood extravasation. 

In infants dead from intracranial hemorrhage frequently petechial hemorrhages 
are seen on pleura, epicardium, on the surface of parenchymatous organs. There- 
fore, in all autopsies such typical findings of asphyxiation necessitate a careful 
examination of the cranium, since the presence of an intracranial hemorrhage will 
eliminate definitely the suspicion that the asphyxiation was produced by strangulation. 


Hvao ENRENFEST. 


Naujoks, H.: The Fate of Children Born with Intracranial Birth Injuries. 
Monatsschr. f. Geburtsh. u. Gyniik. 80: 297, 1928. 


According to the author the diagnosis of intracranial lesions can only be made 
with a certain degree of probability. Bloody cerebrospinal fluid is only one of many 
signs. Lumbar puncture helps only temporarily and a permanent result cannot be 
expected from repeated lumbar punctures. After survival, a certain proportion 
of babies die during the first few months or years as the direct result of cranial 
injuries. They may have convulsions or other illnesses which have a questionable 
connection with the birth hemorrhages. In a certain proportion of children, the 
symptoms disappear completely and the children develop normally both physically 
and mentally. Nine children were followed from two to twenty years. Little’s 
disease was never encountered by the author in any of the surviving children. The 
author emphasizes that the hereditary factor must be taken into consideration in all 
of these cases. 


J. P. GREENHILL. 


Rydberg, E.: The Prognosis of Children Who Survive Intracranial Hemorrhages 
at Birth. Acta Obst. et Gynec. Scandinavica, 7: 323, 1928. 


The author followed up 41 children who showed clinical symptoms of intracranial 
hemorrhage immediately after birth but who survived the acute stage of this 
affiction. Four children died before the age of six months. Of the remaining 
37 the majority showed permanent injuries and abnormalities, and only 10 or 
possibly 11 are free from lesions. The remaining number show the following ab- 
normalities: Idiots and imbeciles—14 or 15, epileptics without intelligence defects— 


2 or 3, paralysis without intelligence defect—1, and minor disturbances of neuro- 
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muscular apparatus of the eyes—7. Among the 41 children no less than 13 were 
delivered by means of forceps and one child which presented by the breech had 
an instrumental delivery. The author feels that the prognosis for children who 
survive intracranial birth hemorrhage must be considered ‘‘dubious but not pessi- 
mistiec.’’ 


J. P. GREENHILL. 


Munro, Donald: Cranial and Intracranial Damage in the Newborn. Surg. Gynee. 
& Obst. 47: 622, 1928. 


The end-results of a series of 117 cases of cranial and intracranial damage in 
the newborn, collected and followed during the past seven years, are presented. 

The diagnosis of intracranial hemorrhage of the newborn must be expanded to 
include cerebral edema and fracture of the skull and should be stated as ‘‘eranial 
and intracranial damage in the newborn.’’ Postmortem gross and microscopic studies 
conducted on 45 of the 56 primarily fatal cases show that meningeal and in- 
tracortical hemorrhage, congestion and edema are the most common pathologie 
entities. Gross intracranial hemorrhage may occur from the rupture of any of 
the large venous sinuses, the most common sites being the great vein of Galen or 
the lateral sinus. Intracortical edema and congestion alone may cause death in the 
newborn. 

Forty-eight of the 58 babies discharged living and relieved have been followed 
up to December, 1927. Thirty-nine of the 48 may be classed as cured; 5 are still 
too young to allow for a satisfactory estimation of the end-result. 

The most common late result of cerebral damage in the newborn is hydrocephalus 
associated with either epilepsy or idiocy. Convulsions alone and spasticity associated 
with idiocy have also occurred. 

Active treatment in this series was limited to lumbar decompression after 
recovery from surgical shock. In addition, parental blood was given intramuscularly 
in the hemorrhagic disease group. Depressed fractures were elevated as soon as 
possible. Ventricular puncture was done twice, as was a typical subtemporal decom- 
pression. 


Wma. C. HENSKE. 


Katz, H.: Resuscitation of the Newborn. Wien. klin. Wehnschr. 42: 590, 1929. 


Asphyxia of the newborn is the term applied simply to indicate absence of 
breathing. Asphyxiation is most often the result of interference in the gaseous 
exchange between mother and fetus before birth. Examples are cord compression, 
premature separation of the placenta, prolapse of the cord, and deficient oxygena- 
tion in the mother due to disease of the heart or lungs. In other cases asphyxia 
is caused by increased intracranial pressure due to cerebral hemorrhage as well as 
by drugs including the anesthetic used during delivery. These influence the respira- 
tory center. The newborn then has the appearance of suffocation, being blue or 
pallid, the latter being more serious and indicating a condition such as cerebral 
hemorrhage. 

Measures to be employed in resuscitation are: (1) The removal of fluid, blood, 
meconium, ete., from the mouth and throat with the finger. (2) Suetion through 
a rubber tube introduced into the trachea. (3) Warm bath followed by cold. (4) 
Friction suspending the child by its feet. (5) Artificial respiration by Sylvester’s 
method together with oxygen inhalation. (6) Flexion and extension of hips upon 
abdomen. (7) Ogata’s method—with the spinal column of the child hyperextended 
the region of the heart is tapped with the hand, about 15 to 20 taps per minute, 
at regular intervals corresponding to inhalation and exhalation. (8) Subcutaneous 
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injections of lobelin, caffeine, and camphor are helpful. (9) As a last resort intra- 
cardiac adrenalin. 

Schultze’s method and mouth to mouth insufflation as well as oxygen administered 
through a machine are not to be recommended. 

The careful execution of the above maneuvers in their order, as well as per- 
sistence as long as there is evidence of any heartbeat, is strongly stressed. 


FRANK SPIELMAN. 


Kobes, Rudolf: The Transmission of ‘‘Pernocton’’ to the Newborn. Zentralbl. f. 
Gynik. 53: 42, 1929. 


All authorities agree that Pernocton is useful as an analgesic in the parturient 
woman. Opinions, however, differ on the question of possible harm to the newborn 
child; some men recognizing none, and others recording definitely intoxicated babies 
of an ash-gray appearance. The author, after a six months’ trial, holds the latter 
view. He believes that the children show symptoms of drowsiness for at least one 
day postpartum. 

Pernocton is a brom-barbiturie acid compound. Transmission of the drug to the 
newborn was shown by proving the presence of bromine in the fetal urine up to 
four days postpartum, and of barbiturie acid up to three days. Bromine was found 
also in umbilical cord blood, and in amniotie fluid, but not in mothers’ milk. 


WILLIAM F. MENGERT. 


Eades, M. F.: Retinal Hemorrhages in the Newborn. New England J. Med. 
201: 151, 1929. 


In this extensive study the eyes of 138 newborn infants were examined in the 
Boston Lying-in Hospital, mostly within the first twenty-four hours after delivery. 
In this latter group the incidence of retinal hemorrhages amounted to 17 per cent. 
Analyzing the exact obstetric history in each instance the writer arrived at the 
following conclusions: Operative deliveries and especially foreeps play a major 
role in the causation of hemorrhages, while, at least in this series, duration of labor, 
time of rupture of membranes, contracted pelvis, fetal asphyxia or syphilis failed 
to show a primary association with the eye condition. Ophthalmologie study of 
the retinal hemorrhage is of no value in regard to prognosis and only of secondary 
diagnostic importance in relation to a concomitant intracranial injury. 


EHRENFEST. 


Lundquist, B.: Intrathoracic and Intra-abdominal Hemorrhages in the Newborn. 
Acta Obst. et Gynec. Scandinav. 9: 331, 1930. 


The author collected 52 eases of intrathoracie and intra-abdominal hemorrhages 
in the newborn. Only 3 of the cases were intrathoracic of which 2 were thymie 
in origin and one mediastinal. Of the 49 intra-abdominal eases, 5 were due to 
rupture in the liver parenchyma, 14 had subcapsular hemorrhage in the liver, 17 
had suprarenal hemorrhage, 1 had a rupture of the spleen and in 12 the source 
was unknown. 

The primary etiologie factor was circulatory disturbances in the fetus as the 
result of labor itself and perhaps also the changes in the circulation produced by 
the first breath of the child. The parenchymatous ruptures in the liver and spleen 
may be due to mechanical injury such as direct pressure against them by the 
symphysis. In the case of subcapsular liver hemorrhages and bleeding into the 
suprarenals and thymus, there is no mechanical factor, but asphyxia is a fairly 
constant occurrence. Since asphyxia alone does not explain these hemorrhages, the 
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author assumes there is in addition a biologie basis such as a hemophilie tendeney, 
In support of this he quotes the fact that 70 per cent of these hemorrhages oceurred 
in male babies. Clinically the different forms of hemorrhage in the chest and 
abdomen are identical. Most children which survive the first 12 hours appear 
fairly normal for a number of days. Then they suddenly become ill and die within 
a few hours without presenting any local physical signs. In some cases, however, 
there are premonitory symptoms and a diagnosis can be made. Treatment is usually 
of no avail. 


J. P. GREENHILL, 


Goldzieher and Greenwald: Hemorrhage of Suprarenals in the Newborn Infant. 
Am. J. Dis. Child. 36: 2, 1928. 


Hemorrhages into the suprarenals are commonly found in autopsies on young 


infants, but only in few instances of sufficient degree to account for clinical 
phenomena. Diagnosis of the condition during life has been reported only once 
before. The authors present two eases in newborn infants, diagnosed in vitam, 
with complete case reports, both treated with intravenous and subcutaneous injections 
of the cortical hormone, one case surviving. 

The authors feel that suprarenal hemorrhage ean be diagnosed from the follow- 
ing symptoms: Sudden onset of high temperature, rapid breathing, palpable tumor 
in the abdomen and punetiform purpurie hemorrhages of the skin or mucous mem- 
branes. Exsanguination or intestinal obstruction may justify surgical intervention; 
otherwise patients with symptoms of acute cortical insufficiency should be treated 
by continued administration of the cortical hormone. 


S. E. PESETKE. 
Naujoks, H.: The Etiology of Cephalhematoma. Arch. f. Gyniik. 136: 123, 1929. 


The author attempted to produce a cephalhematoma by applying mechanical 
suction to an area 40 mm. in diameter on the scalp of a newborn infant which 
had just died. After a few moments of continuous suction there resulted a projee- 
tion of the scalp over the area involved. Section through this area showed an 
epiperiosteal hematoma with edema of the scalp but no ecephalhematoma. He 
then repeated the experiment with another newly born but dead infant and produced 
the suction hematoma on one side of the head. On the opposite side of the head 
he produced trauma by applying strong pressure with a blunt instrument followed 
by the suction. The suction alone again produced an epiperiosteal hemorrhage 
while the suction plus the pressure produced a cephalhematoma. The author con- 
cludes therefore that the tangential force acting on the fetal head is of primary 
importance in the production of the cephalhematoma. Stasis and suction are only 
of secondary importance. 


RALPH A. REIS. 


Russell, Thomas: Spontaneous Rupture of the Intestine in the Newborn. J. A. 
M. A. 90: 1431, 1928. 


A eareful search of the literature reveals twenty-two cases of rupture of the 
intestine in the newborn. Im five eases the rupture oceurred during intrauterine 
life, as evidenced by the presence of well-organized adhesions and inspissated bile. 
In fourteen cases rupture happened during birth, whereas in four during or soon 


after birth as a complication of imperforate anus or rectum. A progressive dis- 
tention of the abdomen was the predominating symptom, being well marked in most 


eases. All cases except one were reported in the German language. All observa- 
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tions are based on postmortem findings. The condition probably occurs more fre- 
quently than one would suppose from the small number of cases reported, and 
should be recognized by the clinicians as a pathologic entity. 


GROVER LIESE. 


Sysak, N., and Wilfand, R.: Necrosis of the Subcutaneous Fat in the Newborn. 


Med. Klin. 23: 1452, 1927. 


In recent years much has been written about a syndrome ealled by Bernheim- 
Karrer ‘‘necrosis of the subeutaneous fat in the newborn’’ and by Marfan ‘‘ curable 
eutaneous induration of the newborn due to obstetrical trauma.’’ The disease is 
due to birth trauma such as compression by forceps or contracted pelvis or to violent 
attempts at resuscitation. The clinical manifestations usually appear during the 
first few days of life as subcutaneous nodules or placques of varying sizes. The skin 
over these nodules and placques is red, hard, immovable and cannot be folded. 
These areas of hardening are found on the cheeks, the chin, the jaw, the upper 
extremities, the thorax, the back, the shoulders and the hips, and they disappear 
almost completely after an interval of time. 

The authors report a case in which the symptoms appeared for the first time on 
the ninth day. In this case a moderate hypercholesterinemia was found (0.18 per 
cent). Histologic examination showed that the hard nodules were nests of lipoid- 
containing, pseudoxanthomatous cells of various sizes, giant cells, large fat cells 
and masses of calcified soaps. Many authors still consider this disease identical with 
scleroderma but whereas some of the clinical manifestations are similar, the 
histological pictures are different. Furthermore this illness has a good prognosis 
whereas scleroderma is not completely curable. The authors believe the cause of 
these hard nodules is to be found in a disturbance of cholesterin metabolism in the 
form of a hypercholesterinemia. They do not believe that areas of necrosis first 
arise and are then followed by inflammatory changes which are stimulated by the 
trauma of labor but they believe that in cholesterinophile children, birth trauma acts 
as a stimulus to the collection of cholesterin in macrophages in the subcutaneous 
tissue. The authors suggest the name ‘‘subeutaneous pseudoxanthomatosis of the 
newhorn’’ for the condition. 


J. P. GREENTILL. 
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cology, Ine., 740 

Gynecological Society, Fifty-fifth An- 
nual Meeting, 713, 837 
presidential address, (Norris), 293 

Amidopyridine test for detection of in- 
ternal hemorrhage in diagnosis 
of ruptured tubal pregnancy, 
(Klein), 742 (abst.) 

Anaerobie streptococci, puerperal infee- 
tion due to, (Brown), 300 

Anemia in pregnancy, (First and Gold- 
stein), 70, 123: (Moore), 254 

Anesthesia, avertin, in obstetrics, (Reed), 
865 

local, in gynecologic 

(Falls), 310, 427 

vaginal hysterectomy under, (Gell- 
horn), 842 

Anterior pituitary hormone in blood of 

patients, (Fluh- 


operations, 


gynecologic 
mann), 1 


lobe, normal histology of, (Novak 
and Koff), 493, 713 


_ *July, pp. 1-152; August, pp. 153-292; 
November, pp. 595-748; 


| 
| 


INDEX* 


Antitryptie index in carcinoma, (Guth 


man and Hess), 282 (abst.) 
Appendicitis, acute, ovarian hemorrhage 

simulating, (Wilson), 743 
(abst. ) 

Arrhythmia, fetal, cardiac, (Rihl and 
Weinzierl), 883 (abst.) 
Aschheim-Zondek pregnancy test, protec- 

tion against possible abuse of, 
278 (editorial comments) 
reaction in hydatidiform mole and 
malignant chorionepithelioma, 
(Mack and Catherwood), 670 
test, biologie diagnosis of early preg- 
naney by, (Liese and Auer), 
667 
Asphyxia, intrauterine, chloroform used 
to combat, (Waller), 884 
(abst.) 
neonatorum, congenital defects of di- 
aphragm with relation to, (Har- 
per and Andersen), 32 
Asthma or hay fever, pregnancy con- 
comitant with, (Williamson), 
192 
Atresia of the vagina, postpartum, 
(Kanter and Klawans), 95 
Auscultating fetal heart, stethoscope for, 
(Leff), 108 
Avertin anesthesia in obstetrics, (Reed), 
865 
rotation of pregnant 
(Feiner and Kaldor), 88 


Axial uterus, 


B 


Baltimore Gynecological and Obstetrical 
Society, 872 
Banti’s syndrome as complication of 
pregnancy, (Hesseltine), 77 
Benign uterine bleeding, (Meigs), 15 
Biochemical factors in pregnaney, 
(Trumper), 209, 272 
Birth injuries in the newborn, (Yagi), 
882, 883 (absts.) 
intracranial, fate of children born 
with, (Naujoks), 885 (abst.) 
Bladder, distention and hemorrhage of, 
following catheterization, (Bis- 
sell), 811 
of, mistaken for ovarian cyst, (Bis- 
sell), 813 
paralysis of, (Bissell), 811 
3leeding, benign uterine, (Meigs), 15 
dystunctional uterine, etiology of, 
(Graves), 500 
genital, in young girls, (Kermauner), 
642 (abst.) 


September, pp. 293-440; October, pp. 441-594; 
December, pp. 749-890. 
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Bleeding—Cont’d 
postclimacteriec, causes and treatment 
of, (Schiffman), 281 (abst.) 
postmenopausal, granulosal-cell tumors 
of ovary and their relation, 
(TeLinde), 532, 728 
uterine, benign, (Meigs), 15 
Blood, alkaline reserve of, in pregnancy, 


(Vozza), 143 (abst.) 
anterior pituitary hormone in, of 
gynecologic patients, (Fluh- 


mann), 1 

earbon dioxide content of, in newborn, 
(Kane and Krieselman), 826 

chemistry of, in toxemias of preg- 
naney, (Green), 142 (abst.) 

hydrogen-ion concentration of, in 
eclampsia, (Stander and East- 
man), 822 

of gynecologic patients, anterior pit- 
uitary hormone in, (Fluhmann), 
1 

of pregnant women, nonprotein nitro- 
gen, urie acid, and amino acids 
in, (Wetterdal), 145 (abst.) 

pressure and eclampsia, (Schwarz), 
149 (abst.) 

Blood-platelets in and puer- 


perium, (Bland, First, and 
Goldstein), 165 

Book reviews, 291, 434, 735 

Books received, 889 

Boston Lying-In Hospital, placenta 
previa patients delivered by ab- 
dominal cesarean section at, 
(Kellogg), 643 

Breast, cancer of, (Lee), 775, 855 

inflammatory carcinoma of, (Lee), 


779, 855 

Breasts, accessory, and accessory nipples, 
(Neuman and Oing), 347 
(abst.) 

Bronchial obstruction in newborn, fatal, 
(Langan), 255 

3rooklyn Gynecological Society, 124, 275, 


860 


C 


Cachexia of malignancy and its control, 
(Pal), 289 (abst.) 


Calcium during pregnancy, with ref- 
erence to eclampsia, (Wodon), 
144 (abst.) 
Caleulus, ureteral, in the female, (Bis- 
sell), 828 
Cancer, adnexal, early diagnosis of 
(Anspach), 571, 728 
cervical, basic cause and nature of, 
(Bailey), 284 (abst.) 
recognition of early (Novak), 282 
(abst. ) 
genital, in female, relationship of im- 


perfect drainage to, (Graves), 
284 (abst.) 
in Hawaii, (Hoffman), 280 (abst.) 
intravenous lead treatment 
(Pettit), 286 (abst.) 


of, 
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Cancer—Cont’d 
mammary, (Lee), 775, 85 
of breast, (Lee), 77 
of cervical stump 

terectomy, 
(abst. ) 
of cervix in pregnant uteru: 
min), (abet.) 
fundus, in, 
(abst. ) 

danger of biopsy in, (Victor-Pay- 

chet), 283 (abst.) 

of uterine cervical stump after supra- 

vaginal hysterectomy, (Brans- 
comb), 66 

of vulva, (Cochran), 862 

problem, the, (Wistein), 281 (abst.) 

prophylaxis, with special reference to 

the cervix uteri, (Miller), 284 


v0, < 
after subtotal hys- 
(Jeanneney), 985 


of biopsy (Léo), 283 


(abst. ) 
uterine, glycogen content of, (Lahm), 
282 (abst.) 
mucous polyps and, (Blind), 284 
(abst. ) 


statistics of, (Kanki), 280 (abst.) 
Carbon dioxide content of blood in new- 
born, (Kane and Kreiselman), 
826 
Carcinoma, 280 (selected abstracts) 
antitryptic index in, (Guthman and 
Hess), 282 (abst.) 
of breast, inflammatory, (Lee), 779 
855 
of cervix of uterus, relation of glyco- 
gen and, (Oki), 281 (abst.) 
radium treatment of, results of, 
(Pitts and Waterman), 607 
uteri, treatment of, (Zweifel), 595, 


715 
of fundus of uterus, (Stacy), 290 
(abst. ) 


of interna of a luteum cyst, (Wallart), 
290 (abst.) 
ovary, operative treatment 
(Schleyer), 288 (abst.) 
of uterus among Jewish women, in- 
cidence of, (Horwitz), 280 
(abst. ) 
operative treatment of, and its re- 
lation to radiation therapy, 
(Schmidt), 289 (abst.) 
treatment of, by abdominal opera- 
tion, (Kermauner), 288 (abst.) 


of of, 


of vagina in second year of life, 
(Lovegren), 285 (abst.) 
uterine, therapy of, (Mikulicz-Rad- 


ecki), 286 (abst.) 

Catheterization, paralysis of bladder, 
with distention and hemorrhage 
following, (Bissell), 811 

Cephalhematoma, etiology of, (Naujoks), 
888 (abst.) 

Cervical cancer, basic cause and nature 
of, (Bailey), 284 (abst.) 

early, recognition of, (Novak), 282 

(abst. ) 


| 
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Cervical cancer—Cont ’d 
cesarean section, Kerr, advantages of, 
(Averett), 273 
low, analysis of, (Danforth and 
Grier), 405, 425 
ligaments, reconstruction of, follow- 


ing complete hysterectomy, 
(Kennedy), 51, 115 


after subtotal 


stump, cancer of, I 
hysterectomy, (Jeanneney), 285 
(abst. ) 


Cervix, cancer of, in pregnant uterus, 
(Condamin), 284 (abst.) 


carcinoma of, radium treatment of, 
(Pitts and Waterman), 607 

of uterus, carcinoma of, relation of 
glycogen and, (Oki), 281 
(abst. ) 

tuberculosis of the, (Harris), 249, 275 

uteri, carcinoma of, treatment of, 


(Zweifel), 595, 715 

chronie inflammation of, results ob- 
tained with electrocagulation in, 
(Moench and Sehulman), 354 
(abst. ) 

prophylaxis of cancer, with special 

reference to the, (Miller), 284 

(abst. ) 

section, 

stracts) 

abdominal, placenta previa patients 
delivered by, (Kellogg), 643 

and subsequent labor, (Grogan), 101 

cervical, rupture of uterine sear fol- 
lowing, (Sitissmann), 440 
(abst. ) 

corporeal and cervical, (Piper and 
Bachman), 440 (abst.) 


Cesarean 438 (selected  ab- 


decline of, (Gauss), 439 (abst.) 
delivery through natural passages 


following, (McLane), 650 
German statistics for 1928, 
ter), 438 (abst.) 
glycerin in, (Salmond), 416 (abst.) 
in Russia, (Ponomareff ), 439 (abst. ) 
Kerr cervical, advantages of, (Aver- 
ett), 273 
low cervical, analysis of, (Danforth 
and Grier), 405, 425 
Channing, Walter, and etherization in 
childbirth, (Thoms), 244 
Chemistry of blood and urine in tox- 
emias of pregnancy, (Green), 
142 (abst.) 
Chicago Gynecological Society, 129, 
865, 867 
Childbirth, etherization in, Walter Chan- 
ning and, (Thoms), 244 
Chloroform used to combat intrauterine 
asphyxia, (Waller), 884 (abst.) 
Chorioepithelioma, (Novak and Koff), 
153 
ovarian and pituitary changes associ- 
ated with, (Novak and Koff), 
481, 713 


( Win- 


25 
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Chorionepithelioma, malignant, Asch- 
heim-Zondek reaction in, (Mack 
and Catherwood), 670 

Cleiodotomy on living fetus, 
ewitsch), 759 (abst.) 

Congenital and acquired deafmutism, 
(Henning), 825 (abst.) 

Contracted pelves and disproportion, 
(MecGoogan), 386, 431 

Corporeal and cervical cesarean section, 
(Piper and Bachman), 440 
(abst. ) 

Corpus luteum cyst, ruptured, with in- 
traabdominal hemorrhage, 
(Acken), 860 

luteum, ectopic, associated with rup- 
tured tubal pregnancy, (Lash), 
129 
hemorrhage from, in an apparently 
normal ovary, (Corlette), 744 
(abst. ) 

Correspondence, 276, 748 

Cranial damage in newborn, 
886 (abst.) 

Cyst, corpus luteum, ruptured, with intra- 
abdominal hemorrhage (Acken), 
860 

Cystitis emphysematosa, (Mills), 688 

Cystocele, interposition operation for 
cure of, what happened in case 
after, (Tracy), 118 

Cysts, luteum, associated with hydatid 


(Jankel- 


(Munro), 


mole, (Fruhinsholz), 319 
(abst. ) 
D 
Deafmutism, congenital and acquired, 
(Henning), 825 (abst.) 


Delivery, attendant at, (Dublin and Cor- 
bin), 877 
vare, 13¢ 
of fetal monstrosity, (Lull), 421 
of occiput posterior position cases, 
method of, (Vaux), 782, 837 
through natural passages following 
cesarean section, (McLane), 650 
Diaphragm, congenital defects of, with 
relation to asphyxia neona- 
torum, (Harper and Andersen), 


324 
Diet, acid and alkali, on self-cleansing 
of vagina, influence o f,” 


(Bauer), 319 (abst.) 
Diverticulitis, acute sigmoid, (Behney), 
121 
Duodenal alimentation in uncontrollable 


vomiting of pregnancy, (Van 
De Putte), 148 (abst.) 
Duodenum, neonatal membranous’ ob- 


struction of (Cornell), 865 
Dysfunctional uterine bleeding, etiology 


of, (Graves), 500 
Dysmenorrhea, (Joachimovits), 381 
(abst. ) 
of endocrine origin responding to 
medical therapeutic measures, 


(Wendel), 633 


| 
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Eclampsia, (D’Acierno), 


and albuminuria of pregnancy, (Sym), 
87 


798 


(abst.) 

and eclampsismus, results of, in Kar 
Institute of Stockholm, 
151 (abst.) 
treatment, (Klein), 
(abst. 


olinian 
(Clason), 


and its 150 


blood pressure and, (Schwarz), 149 


( abst. ) 
ealeium ref 
(abst. ) 


with 
144 
(abst. ) 
(Peck 


during 
to, 
(Rushmore), 
nephritis 

ham), 152 
focal infection in, 


pregnancy, 
( Wodon 
145 
following, 
(abst. ) 
(Johnston, Johnson, 


erenee 
of, 
chronie 


ense 


and Nicholas), 146 (abst.) 
hydrogen-ion concentration of blood 
. in, (Stander and Eastman), 822 
in early pregnancy, (Fueth), 151 
abst.) 
143 cases observed at Algerian Ma 


ternity, (Laffont and Jahier), 
152 (abst.) 
phytopharmacologieal study of, (Losee 
and Macht 146 (abst.) 
prevention of, with thyroid extract, 
Barezi), 150 (abst.) 
therapy of, (Waldstein 151 
treatment of, by somniféne, 
and Larribere), 151 
Eclamptie patient, fate of, (Neverman), 
27 (abst.) 
absence of 
in, (Potter), 145 
Eectopie corpus luteum 
ruptured tubal 
(Lash), 129 
pregnancy, 741 (selected 
Parker), 746 
a clinical study of, 
after supravaginal 
the uterus, 
(abst. ) 
fetal, generalized, 
Auld), 834 
Edemas of pregnancy, treatment of, with 
thyroid extract, (Bérezi), 150 
(abst. 


comments, 278 


(abst. ) 
(Laffont 


(abst. ) 


serum, pressor substances 
(abst. ) 
with 


pregnane Vv, 


associated 


abstracts) ; 
abst. ) 
(Urdan), 355 
amputation 

Liepmann), 746 

(Gill 


Edema, and 


Editorial 


Eleetrocoagulation in 


, 441 
chronie inflamma- 
tion cervix uteri, results ob 
tained with, (Moench and Sehu! 
man), 354 (abst.) 
postoperative 
and Mazzola 
Endocrinology, progress in, of interest 
to gynecologist and obstetrician, 
(Frank 915, 265 
Endometrial trauma and dislocation 
sociating uterotubal insufflation, 
(Rubin), 519 
Endometrioma of umbilicus, 


of 


( Polak 


obstetric, 


) 


Embolus, 


as 


(Enzer), 


Endometriosis, postsalpingectomy, 


(Sampson), 443, 722 


INDEX 


Kndometrium, 
103 


Endosalpingiosis, 


of 


papilloma » (Dafoe). 


(Sampson), 143, 799 


Estrus-producing ovarian hormone men 

strual periods induced in ovari- 
ectomized monkeys by, , Al] 


en 
and Baker), 


Ether analgesia apparatus, a new rectal 

(McCormick), 

Etherization in childbirth, Walter Chan 

ning and, 944 

Extrauterine pregnancy full 
(Boyd 268 


diagnosis, pathology 


Thoms), 
at term 


and frequency 


of, (Beckers 741 (abst.) 
full-term, with living child, (Fro- 
lov), 747 (abst.) 


in gynecologic clinic State Hospital 
in Rostow, (Garfunkel), 74] 
(abst. ) 

increase in incidence of, and its re 


lationship to its etiology, 
( Tsehertok 747 (abst.) 
symptomatology and diagnosis of. 


(Moller), 741 (abst.) 


Facial paralysis in newborn, (Hamant 
781 (abst.) 
Fallopian tube and torsion of, 
during pregnancy, (Green), 182 
(abst. ) 
human morphology of, (Iwata 
abst.) 
Fat, subcutaneous, in newborn, necrosis 
of, (Sysak and Wilfand), 889 
(abst. ) 
sex hormone, 
(Spencer 220 
ureteral cale in, 
Fetal eardiae arrhythmia, (Rihl 
Weinzierl), 883 (abst.) 
heart, irregularities of, (Hyman), 
sounds, phonoecardiographie study of, 
(Hyman), 335 


ovary, 


), 742 


Female Frank test for, 


ulus (Bissell), 828 
and 


999 


stethoscope for auscultating, (Leff), 
108 
malformations .in multiple pregnancy, 
(Adair), 539 
maturity in utero, 
(Thoms), 807 
monstrosity, with interest 
in delivery, (Lull), 
cleiodotomy 


determination of, 
ing problem 
$2] 
living, (Jankel 


Fetus, on 


ewitsch), 759 
edema of, generalized, 
834 
viable, hvdatidiform 


(abst. ) 

Gill and Auld), 
mole with, (Lit 
tauer), ] 
Fever, puerperal, spiroel etes in, (Lash), 

SAR 
Fibrinoplastie adhesive variety of 
tubereulous peritonitis, surgical 
pathology of, (Kennedy), 236 
Fibromyoma, broad ligament, primary, 
with sarcomatous degeneration, 


(Rosenberg), 124 


or 


| = 

| 

| 


SUBJECT 


Cont ’d 


Fibromyoma— 
of uterus weighing 133 pounds re- 
moved at operation, (Behrend), 
699 
uteri, treatment and _ end-results, 
(Keene and Kimbrough ), 198, 
265 
Fistula, vesicoabdominal, as complication 
of labor, (Acosta-Sison), 239 
vesicovaginal, repair of intractable, 
(Holladay ), 262 
Foeal infection in eclampsia, (Johnston, 
Johnson, and Nicholas), 146 
(abst. ) 
Frank test for the female sex hormone, 
(Spencer), 220 
Fundus, eancer of, biopsy in, (Léo), 
283 (abst.); (Victor-Pauchet), 
283 (abst.) 
of uterus, adenocarcinoma of, 
(Meigs), 290 (abst.) 
carcinoma of, (Stacy), 290 (abst.) 


G 


Gangrene of forearm in newborn, ( Fisch- 
er), 833 (abst.) 
Gastrie juice in pregnancy, (Arzt), 382 
Generative tract of female white mice, 
changes in, caused by injection 
of aqueous placental female sex 
hormone, (Fogelson), 869 
Genital bleeding in young girls, (Ker- 
mauner), 642 (abst.) 
cancer in the female, relationship of 
imperfect drainage to, (Graves), 
284 (abst.) 
Glucose and insulin in treatment of vom 
iting of pregnancy, (King), 147 
(abst. ) 
Glycerin in cesarean section, (Salmond), 
416 (abst.) 
Glycogen and carcinoma of cervix of 
uterus, relation of, (Oki), 281 
(abst. ) 
content of uterine cancer, 
282 (abst.) 
Graaffian follicles, uniting of two, (Gaus- 
man), 214 (abst.) 
Granulosal-cell tumors of ovary and their 
relation to postmenopausal 
bleeding, (Te Linde ), 502, 728 
Grippe and menstrual disturbances, as- 
sociation of, (Weinberger), 173 
(abst. ) 
Gynecologic operations, local anesthesia 
in,. (Falls), 310, 427 
patients, anterior pituitary hormone in 
blood of, (Fluhmann), 1 
urologic investigations in, impor 
tance of, (Kahn and Walker), 
683 


Gynecologist 


(Lahm), 


, progress of endocrinology 
of interest to, (Frank), oid. 


200 


Gynecology, phototherapy in, (Bernareg 
gi), 251 (abst.) 


psychotherapy in, (Dittel), 606 (abst.) | 
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Ileart, fetal, irregularities of, (Hyman), 
999 
332 
sounds, fetal, phonocardiographie 
study of, (Hyman), 332 
Ilemangioma of pelvie connective tissue, 
(Frank), 81 
[lematocolpos, hematometra, and hemato 
salpinx, case of, (Kanter and 
Klawans), 95 
abdominal, of ovarian 
(Roth), 743 (abst.) 
dangerous, from corpus luteum in an 
apparently normal ovary, (Cor 
lette), 744 (abst.) 
intracranial, as demonstrated by roent- 
gen rays, (Roberts), 883 (abst.) 
(Yagi), S882 


Ilemorrhage, 


origin, 


results in, 
( abst. ) 


autopsy 


diagnosis of, by roentgen rays, 
(Yagi), 883 (abst.) 
of suprarenals in newborn 
(Goldzieher and 

888 (abst.) 


infants, 
Greenwald), 


ovarian, simulating acute appendicitis, 
743 (abst.) 

spontaneous, with acute abdominal 

symptoms, (Simon), 744 (abst.) 

Hlemorrhages in newborn, retinal, 
(Eades), 887 (abst.) 

intracranial, at birth, prognosis of 
children who survive, (Ryd- 
berg), 885 (abst.) 

intrathoracic and intraabdominal in 
newborn, (Lundquist), 887 
(abst. ) 

Hepatic cirrhosis, splenomegaly with, as 
complication of pregnancy, 
(Hesseltine), 77 

Hormone, anterior pituitary, in blood of 
gynecologic patients, (Fluh- 
mann), 

aqueous placental female sex, changes 
in generative tract of female 
white mice caused by injection 
of, (Fogelson), 869 

estrus-producing ovarian, menstrual 
periods induced in ovariectom- 
ized monkeys by, (Allen and 
Baker), 85 

female sex, Frank test for, (Spencer), 
220 

Hydatid mole, luteum eysts associated 
with, operative indications in, 
(Frulinsholz), 319 (abst.) 

Hydatidiform mole, Aschheim-Zondek re- 
action in, (Mack and Cather- 
wood), 670 

ovarian and pituitary changes as- 
sociated with, (Novak and 

o Koff), 481, 713 
with viable fetus, (Littauer), 126 

Hydrogen-ion concentration of blood in 
eclampsia, (Stander and East- 
man), 822 
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Hyperemesis 
801 
insulin in, (Pery), 147 (abst.) 
Hypernephroma metastases in vagina, 
(Gragert), 657 (abst.) 
Hyperplasia and hypertrophy of uterine 
mucosa, (Beckmann), 698 
(abst. ) 
Hypertension, physiologic, of pregnancy, 
(Strassmann), 149 (abst.) 
Hyperthyroidism associated with 
nancy, (Hinton), 183 
Hysterectomy, comptete,, reconstruction 
of cervical ligaments following, 
(Kennedy), 51, 115 
placenta accreta with, (Williamson), 
110 
subtotal, cancer of cervical stump 
after, (Jeanneney), 285 (abst.) 
supravaginal, cancer in uterine cervical 
stump after, (Branscomb), 66 
vaginal, under local anesthesia, (Gell- 
horn), 842 


gravidarum, (D’Acierno), 


preg- 


I 


Identifying newborn infants, method of, 
at Boston Lying-In Hospital, 
(Irving), 105 

Infant, weight of, relation of weight of 
placenta, cord and members to 
the, (Aberle, et al), 397 

Infection, puerperal, due to anaerobic 
streptococci, (Brown), 300 

Inferior vena cava, occlusion of, associa- 
tion of polycythemia’ with, 
(Tumen), 417, 429 

Insufflation, uterotubal, endometrial trau- 
ma, and dislocation associating, 
(Rubin), 519 

Insulin in  hyperemesis 
(Pery), 147 (abst.) 

in treatment of vomiting of preg- 
nancy, (Sachs), 147 (abst.) 

treatment of taxemias of pregnancy, 
(Vogt), 147 (abst.) 

Interposition operation for cure of cyst- 
ocele, what happened in case 
after, (Tracy), 118 

Intestine, rupture of, spontaneous, in 
newborn, (Russell), 888 (abst.) 

Intracranial birth injuries, fate of chil- 
dren born with, (Naujoks), 885 
(abst. ) 

damage in newborn, 
(abst.) 
hemorrhage as demonstrated by roent- 
gen rays, (Roberts), 883 
at birth, prognosis of children who 
survive, (Rydberg), 885 (abst.) 
autopsy results in, (Yagi), 882 
(abst. ) 
diagnosis of, by roentgen 
(Yagi), 883 (abst.) 
injury due to labor, (Paddock), 882 
(abst. ) 


gravidarum, 


(Munro), 886 


rays, 
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Intrauterine asphyxia, chloroform used 
to combat, (Waller), 884 
(abst. ) 
death, early symptom of impending 
(Holtermann), 884 (abst.) 
Inversion of uterus, acute, (Quin), 666 
(abst. ) 
Item, 740 


K 


cervical cesarean section, advyan- 
tages of, (Averett), 273 
Kidney reserve, low, (D’Acierno), 800 
tuberculous, with pyelitis, stricture and 
pyonephosis of the opposite kid- 
ney, (Kloman), 872 
Kraurosis vulvae, leucoplakia and, (Ter- 
ruhn), 413 (abst.) 
Kymograph, uterotubal insufflation and 
the, (Rubin), 28, 127 


Kerr 


L 


Labor, cesarean section and subsequent, 
(Grogan), 101 
intracranial injury due to, (Paddock), 
882 (abst.) 
pituitary in induction of, tourniquet 
for control of absorption of, 
(Hanson), 256 
quinine induction of, is it absolutely 
harmless? (MeSwiney), 208 
(abst. ) 
stage, new procedure for as- 
sisting, (Brandt), 276 
vesicoabdominal fistula as complica- 
tion of, (Acosta-Sison), 239 
Leucoplakia and kraurosis vulvae, (Ter- 
ruhn), 413 (abst.) 
Leucoplakie vulvitis, (Cochran), 862 
Levulose tolerance test for hepatic ef- 
ficiency in diagnosis of preg- 
nancy toxemia, (King), 142 
(abst. ) 
Ligament, broad, primary fibromyoma 
of, with sarcomatous degenera- 
ation, (Rosenberg), 124 
Lipiodol, comparative value of, (Rubin), 
28, 127 
injection into milk-ducts, followed by 
abscess formation, (Ries), 414 
Liver function in pregnancy, (Eufinger 
and Bader), 143 (abst.) 
Luteum cyst, carcinoma of the theea in- 
ternn of a, (Wallart), 290 
(abst. ) 
associated with hydatid mole, 
operative indications in, (Frub- 
insholz), 319 (abst.) 


third 


eysts 


M 


Malignaney, cachexia of, and its con- 
trol, (Pal), 289 (abst.) 
Malignant tumors, operation for, prophy- 

laxis against recurrence follow- 
ing, (Mandl), 289 (abst.) 
Mammary cancer, (Lee), 775, 855 
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Maternal deaths, (Dublin and Corbin), 

mortality in Jewish Hospital of Brook- 
lyn, (Ronsheim and Daichman), 
816, 864 

welfare, department of, 133, 877 

Maternity care, standards of, 133 

Center Association of New York, study 
of records of the, (Dublin and 
Corbin), 877 

Maturity, fetal, in utero, determination 
of, (Thoms), 807 

Menses, first, of Korean girl students, 
(Lee), 173 (abst.) 

Menstrual disturbances, association of 
grippe and, (Weinberger), 173 
(abst. ) 

periods induced in ovariectomized mon- 
keys by estrus-producing ovar- 
ian hormone, (Allen and 
Baker), 85 
rhythm and character, variability of, 
(Geist), 320 

Milk-ducts, lipiodol injection into, fol- 
lowed by abscess formation, 
(Ries), 414 

Monstrosity, fetal, with interesting prob- 
lem in delivery, (Lull), 421 

Mortality, maternal, in Jewish Hospital 
of Brooklyn, (Ronsheim and 
Daichman), 816, 864 

Mucous polyps and uterine cancer, 
(Blind), 284 (abst.) 

Music in the operating room, (MecGlinn), 
678, 727 


N 


Necrosis of subcutaneous fat in new- 
born, (Sysak and Wilfand), 889 
(abst. ) 
traumatic, of subcutaneous fat of new- 
born, (DeVel), 781 (abst.) 
Neonatal membranous obstruction of 
duodenum, (Cornell), 865 
Nephritis, chronic, complicating preg- 
nancy, (D’Acierno), 800 
following eclampsia, (Peckham), 152 
(abst. ) 
Newborn, birth injuries in the, (Yagi), 
882, 883 (absts.) 
bronchial obstruction in, fatal, (Lan- 
gan), 255 
carbon dioxide content of blood in, 
(Kane and Kreiselman), 826 
cranial and intracranial damage in, 
(Munro), 886 (abst.) 
facial paralysis in, (Hamant), 781 
(abst.) 
gangrene of forearm in, (Fischer), 
33 (abst.) 
hemorrhage of suprarenals in, (Gold- 
zieher and Greenwald), 888 
(abst.) 
infants, tentorial tears of, forensic 
significance of, (Alexander- 
Katz), 885 (abst.) 


Newborn—Cont’d 
identifying, method of, at Boston 
Lying-In Hospital, (Irving), 
105 
intracranial hemorrhage of, as demon- 
strated by roentgen rays, (Rob- 
erts), 883 (abst.) 
diagnosed by roentgen rays, (Yagi), 
883 (abst.) 
intrathoracic and intraabdominal hem- 
orrhages in, (Lundquist), 887 
(abst. ) 
necrosis of subcutaneous fat in, (Sysak 
and Wilfand), 889 (abst.) 
radiographic examinations of, value of 
routine, (Davis and Stevens), 
73, 130 
resuscitation of the, (Katz), 886 
(abst. ) 
retinal hemorrhage in the, (Eades), 
887 (abst.) 
rupture of intestine in, spontaneous, 
(Russell), 888 (abst.) 
transmission of ‘‘pernocton’’ to, 
(Kobes), 887 (abst.) 
traumatic necrosis of subeutaneous fat 
of, (DeVel), 781 (abst.) 
New York Obstetrical Society, 110, 262, 
855 
Nipples, accessory, accessory breasts and, 
(Neuman and Oing), 347 
(abst.) 


O 


Obstetric embolus, postoperative, (Polak 
and Mazzola), 529 
diagnosis, roentgen ray as adjunct in, 
(Matthews), 612, 724 
Obstetrician, problems for, in field of 
mammary cancer, (Lee), 7 
855 
progress in endocrinology of interest 
to the, (Frank), 215, 265 
Obstetrics, avertin anesthesia in, (Reed), 
865 
private practice of, syphilis and 
Wassermann reaction in, 
(Moore), 875 
teaching of, (McCord), 748 (corre- 
spondence) 
the ‘‘radical’’ in, (Dunean), 225 
Occipitofrontal diameter of fetal head 
in utero, roentgenographic 
method of determining maturity 
of fetus by, (Thoms), 807 
Occiput posterior position, method of de- 
livery and_ end-results of, 
(Vaux), 782, 837 
Operating room, music in, (McGlinn), 
678, 727 
Operations, gynecologic, local anesthesia 
in, (Falls), 310, 427 
Ovarian and pituitary changes associated 
with hydatidiform mole and 
chorioepithelioma, (Novak and 
Koff), 481, 713 
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Cont 
hemorrhage simulating acute appendi- 
citis, (Wilson), 743 (abst.) 
spontaneous, with acute abdominal 
symptoms, (Simon), 744 (abst.) 
transplantation, (Norris and Belney), 
354 (abst.) 
tumor recurring after 16 years, (Ter 
rades), 235 (abst.) 
tumors, rupture of, 
(abst. ) 
Ovariectomized monkeys, menstrual per 
iods induced in, by estrus-pro 
ducing ovarian hormone, (Allen 
and Baker), 85 
Ovary, carcinoma of, operative treatment 
of, (Sehleyer), 288 


Ovarian 


> 


(Herrman), 32: 


(abst. ) 

granulosal-cell tumors of, and their re 
lation to postmenopausal bleed 
ing, (TeLinde), 552, 728 

hemorrhage from corpus luteum in an 
apparently normal, (Corlette), 
744 (abst.) 

hilus of, sympathicotrophie eells of, 
histologie studies 
(Neuman), 416 


eoneerning, 
(abst.) 


P 
Papilloma of endometrium, (Dafoe), 103 
Paralysis, facial, in newborn, (Hamant), 
781 (abst.) 
of bladder, (Bissell), 811 
E arotitis, postoperative, (Madden), 860 
Pathology of overterm pregnancy, (Hol 
termann), 884 (abst.) 
contracted, and disproportion, 
MeGoogan), 386, 131 
Pelvie connective tissue, hemangioma of, 
(Frank), 81 
Perforation of ureter by caleulus, (Bis 
sell), 828 
of uterus by crochet needle, 
867 


Pelves, 


(Stein), 


Peritonitis, tuberculous, fibrinoplastie or 
adhesive varietv of, surgical 
pathology of, (Kennedy), 236 

Pernocton, transmission of, to newborn, 
(Kobes), 887 (abst.) 

Pessary, vaginal occlusive, director for, 
(Mayer), 258 

Philadelphia Obstetrical 


268, 429 


Society, 118, 
Phonoeardiographie study of fetal heart 
sounds, (Hyman), 332 
Phototherapy in gynecology, (Berna 
reggi), 251 (abst.) 
Phytopharmacological study of eclampsia, 
(Losee and Macht), 146 (abst.) 
Pituitary in induction of labor, tourni 
quet for control of absorption 
of, (Hanson), 256 
in pregnancy, (Novak and Koff), 495, 
7123 
Placenta, ablatio, 
with hvsterectomy, 
son), 110 


Ifolmes), 868 
(William 


acereta 


INDEX 


Placenta—Cont’d 
adherent, (Gill), 424 
cord and membranes, relation of 
weight of, to weight of infant 
(Aberle, et al.), 397 
increta, (Kwartin and Adler), 703 
previa patients delivered by abdominal 
cesarean section, (Kellogg), 64 
Polycythemia, association of 
sion of inferior 
(Tumen), 417, 429 
Postelimacterie 


3 
With oeelu- 
vena ¢ava, 
bleeding, 
treatment of, 
(abst. ) 


Postmenopausal bleeding, granulosal-cell 


causes and 
(Sehiffman), 28] 


tumors of ovary and their rela- 
tion to, (Te Linde), 552, 728 
Postoperative obstetrie embolus, (Polak 
and Mazzola), 529 
Postsalpingeetomy endometriosis, (Samp 
son), 443, 722 
Preeclampsia, (D’Acierno), 800 
Pregnancy, abdominal, diagnosis eon 
firmed by uterogram, (Osborn), 
98 
full-time, prolonged suppuration; re 
covery, (Keevill), 746 (abst.) 
two months past term, (Arnold), 119 
albuminuria of, (Sym), 87 (abst.) 
alkaline reserve of blood in, (Vozza). 
143 (abst.) 
and puerperium, vital capacity during, 
(Alward), 373 
anemia in, (First and Goldstein), 70 
123: (Moore), 254 
Aschheim-Zondek test, 


nosis of 


biologie diag- 

by, (Liese and 

Auer), 667 

with eaneer of 
(Lee), 777, 855 

Banti’s syndrome as complication of, 
(Hesseltine), 77 

biochemical faetors in, 


99, 


associated breast, 


(Trumper), 
biologie diagnosis of early, by Asch- 
heim-Zondek test, (Liese and 
Auer), 667 
blood-platelets in, (Bland, First, and 
Goldstein), 165 
calcium during, with 
eclampsia, 
(abst.) 
nephritis 
(D’Acierno), 800 
complications of, (Dublin and Corbin), 
concomitant with asthma or hay fever, 
(Williamson), 192 
eclampsia in, (Fueth), 151 
(abst. ) 
eclampsia and albuminuria of, 
87 (abst.) 
ectopic, 741 (selected abstracts) 
(Parker), 746 (abst.) 
a elinieal study of, (Urdan), 355 
after supravaginal amputation of 
uterus, (Liepmann), 746 (abst. ) 


reference to 
(Wodon), 144 


chronic complicating, 


early, 


(Sym), 
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Pregnancy— Cont ’d 
edemas of, tre atment of, 


with thyroid 
extract, 150 (abst.) 
extrauterine, at full term, (Boyd), 
diagnosis, pathology, and frequency 
of, (Beckers), 741 (abst.) 
full-term, with living child, (Frolov), 
747 (abst.) 
in Gynecologie Clinic, State Hospital 
jn Rostow, (Garfunkel), 741 
(abst. ) 


(Barezi), 


inerease in incidence of, and its re 
lationship to its etiology, 747 
(abst. ) 

symptomatology and diagnosis of, 
(MOller), 741 (abst.) 


gastric juice in, (Arzt), 382 


hyperthyroidism associated with, (Hin- 


ton), 183 

liver function in, (Eufinger and 
Bader), 143 (abst.) 

multiple, fetal malformations in, 


(Adair), 539 
overterm, pathology of, (Holtermann), 


S884 (abst.) 

pathology of overterm, (Holtermann), 
884 (abst.) 

perforation of ureter by calculus com- 
plicating, (Bissell), 828 


physiologic hypertension of, 
mann), 149 (abst.) 


(Strass- 


pituitary in, (Novak and Koff), 495, 
719 
713 

protein requirements in, (Trumper), 
209, 272 

repeated, in same tube, (Hasselblatt), 


745 (abst.) 
spasmophilia in, 

(abst.) 
splenomegaly with hepatic cirrhosis as 


(Schpoljansky), 144 


complication of, (Hesseltine), 
77 
storage of dyes in, (Eufinger and 


Bader), 143 (abst.) 
test, the Aschheim-Zondek, protection 
against possible abuse of, 278 
(editorial comments) 
of fallopian tube and ovary 
during, (Green), 182 (abst.) 


torsion 


toxemias of, 142 (selected abstracts) ; 

(Falls), 148 (abst.); (D’Aci- 
erno), 797; (Polak), 146 
(abst.) 

chemistry of blood and urine in, 
(Green), 142 (abst.) 

insulin treatment of, (Vogt), 147 
(abst. ) 

late, (Mitchell), 148 (abst.) 

levulose tolerance test for hepatic 
efficiency in the diagnosis of, 
(King), 142 (abst.) 

tyramine as etiologic factor of 
(Johnston, Johnson, and 


Nicholas), 146 (abst.) 
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Cont’d 
tubal, amidopyridine test for detection 
of internal hemorrhage in diag- 
nosis of, ruptured, (Klein), 742 
(abst.) 
bilateral, (Schoeckaert), 745 (abst.) 
ruptured, ectopic corpus luteum as- 
sociated with, (Lash), 129 
treatment of, with retention of tube, 
(Sellheim), 744 (abst.) 
(Jordan and Meade), 
(abst.) 
uterine and tubal, decidual reaction 
in, (Moritz and Douglass), 743 
(abst.) 
twin tubal, (Jordan and Meade), 745 
(abst. ) 
vegetative nervous 
(Hoffmann), 


Pregnaney- 


twin 745 


system during, 
144 (abst.) 


viscero-sensory liver bile reflexes in, 
(Eufinger), 143 (abst.) 

vital capacity during last month, 
(Alward), 373 


vomiting of, (Levy-Solal, Dalsace, and 
Cohen-Solal), 148 (abst.) 
glucose and insulin in treatment of 
(King), 147 (abst.) 
insulin in treatment of, (Sachs), 
(abst.) 
pernicious, radical cure of, (Leven), 
148 (abst.) 
uncontrollable, duodenal 
tion in the, (Van 
148 (abst.) 
uterus, axial rotation 
(Feiner and Kaldor), 88 
women, non-protein nitrogen, uric acid, 


147 


alimenta- 
De Putte) 


Pregnant of, 


and amino acids in blood of 
(Wetterdal), 145 (abst.) 
Prenatal care, 134 
Presidental address, American Gyneco- 
logical Society, (Norris), 293 
Prolapse of uterus, etiology of, (Rick- 
man), 164 (abst.) 
Protein requirements of pregnancy, 


(Trumper), 209, 272 


Psychotherapy in gynecology, (Dittel), 
606 (abst.) 

Puerperal , spirochetes in, (Lash), 
348 


infection due to anaerobic streptococci, 
(Brown), 300 
streptococcal treatment of, 
Toronto General 
(Dafoe), 174 
Puerperium, blood-platelets in, 
First, and Goldstein), 
purpura hemorrhagiea 
(Boley), 2 
vital capacity during, (Alward), 
Purpura hemorrhagiea complies 
puerperium, (Boley), 252 


Q 


induction of labor, is it ab- 
solutely harmless? (MeSwiney), 
208 (abst.) 


sepsis, 


at 
Hospital, 
(Bland, 
165 
complicating, 


Ole 


Quinine 


_ 
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R 


Radiographie examinations of the new- 
born, value of routine, (Davis 
and Stevens), 73, 130 
treatment of carcinoma 
vix, results of, 
Waterman), 607 
Rectal ether analgesia apparatus, a new, 
(MecCormich), 411 
Resuscitation of newborn, 


(abst. ) 


of 
(Pitts 


Radium cer- 


and 


(Katz), 886 


Retinal hemorrhages in newborn, 
(Eades), 887 (abst.) 
Roentgen ray as adjunct in obstetric 


diagnosis, (Matthews), 612, 72 
diagnosis of intracranial hemorrhage 
by, (Yagi), 833 (abst.) 
Roentgenography of occipitofrontal di- 
ameter of fetal head in utero, 
determining maturity of fetus 
by, (Thoms), 807 
of intestine, spontaneous, in 
newborn, (Russell), 888 (abst.) 
Ruptured tubal pregnancy, ectopic corpus 
luteum associated with, (Lash), 
129 


Rupture 


Salpingitis, treament of, by local injec- 
tion of turpentine, (Little), 582, 
727 
Selected abstracts: carcinoma, 280 
eesarean section, 438 
ectopic pregnancy, 741 


miscellaneous, 27, 87, 164, 173, 182, 
208, 214, 235, 251, 319, 323, 331, 


347, 354, 381, 413, 416, 606, 642, 
657, 666, 698, 759, 781, 825, 833 
newborn, 882 
toxemias of pregnancy, 142 
Serum, eclamptic, absence o* pressor sub- 
stances in, (Potter), 145 (abst.) 
groups benign uterine bleeding, 
(Meigs), 15 
Sigmoid diverticulitis, acute, (Behney), 
121 
transactions: The American 
Gynecological Society, 713, 837 
Baltimore Gynecological and Ob- 
stetrical Society, 872 
Brooklyn Gynecological Society, 124, 
275, 860 


Shaws 


Society 


Chicago Gynecological Society, 129, 
425, 865, S67 
New York Obstetrical Society, 110, 
262, 855 
Philadelphia Obstetrical 
118, 268, 429 
Somniféne, treatment of eclampsia by, 


Society, 


(Laffont and Larribére), 151 
(abst. ) 

Spasmophilia in pregnaney, (Sehpol- 
jansky), 144 (abst.) 

Spinal fluid, hemorrhagic, diagnostic 


value of, (Schlack), 883 (abst.) 
Spirochetes in puerperal fever, (Lash), 
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Splenomegaly with hepatic cirrhosis as 
complication of p regnaney 
(Hesseltine), 77 

sends utive factors in, (Meaker), 

Stethoscope for auscultating fetal heart 
(Leff), 108 

Streptococcal puerperal sepsis, treatment 
of, at Toronto General Hos. 
pital, (Dafoe), 174 

Suprarenals, hemorrhage of, in newborn 
(Goldzieher and Greenwald), 
888 (abst.) 

Supravaginal hysterectomy, 
uterine cervical 
(Branseomb), 66 

Sympathicotrophie cells of hilus of ovary, 
histologie studies concerning, 
(Neuman), 416 (abst.) 

Syphilis and Wassermann Reaction in 
private practice of obstetrics, 
(Moore), 875 


cancer in 
stump after, 


Tenth anniversary of journal, 441 (edi- 
torial comments) 

tears of newborn infants, 
forensic significance of, (Alex- 
ander-Katz), 885 (abst.) 

Thymophysin, action of, on human preg- 
nant uterus in situ, (Rucker), 
791 

use of, (Schoeneck and Schoeneck), 
658 (abst.) 

Thyroid extract, treatment of edemas of 
pregnancy and prevention of 
eclampsia with, (Barezi), 150 
(abst. ) 

Tourniquet for control of absorption of 

pituitary in induction of labor, 

(Hanson), 256 

of pregnancy, 142 (abst.); 
(D’Acierno), 797; (Falls), 148 
(abst.); (Polak), 146 (abst.) 
chemistry of blood and urine in, 
(Green), 142 (abst.) 
insulin treatment of, (Vogt), 147 
(abst. ) 
late, (Mitchell), 148 (abst.) 
tyramine as etiologic factor 
(Johnston, Johnson, 
Nicholas), 146 (abst.) 

Trauma, endometrial, and dislocation as- 
sociating uterotubal insufflation, 
(Rubin), 519 

Trichomonas vaginalis, 
113 

Tubal pregnancy, bilateral, (Schockaert), 
745 (abst.) 

ruptured, amidophyridine test for 
detection of internal hemor- 
rhage in diagnosis of, (Klein), 
742 (abst.) 

ectopic corpus luteum associated 

with, (Lash), 129 

treatment of, with retention of tube, 
(Sellheim), 744 (abst.) 


Tentorial 


Toxemia 


of, 
and 


(Furniss), 93, 


| 
| 
| 
| 
| 
| 
| 
| | 
| 
| | 
| 
| 
348 | 


SUBJECT INDEX 


Tubal pregnancy—Cont ’d 
(Jordan and Meade), 
(abst. ) 
uterine and tubal decidual reaction 
in, (Moritz and Douglass), 743 
(abst. ) 
strictures and their 
(Rubin), 28, 127 

Tube, fallopian, morphology of the hu- 

man, (Iwata), 642 (abst.) 
repeated pregnancy in the same, (Has- 
selblatt), 745 (abst.) 

Tuberculosis of the cervix, (Harris), 249, 
275 

Tuberculous kidney with pyelitis, stric- 
ture and pyonephrosis of the op- 
posite kidney, (Kloman), 872 

peritonitis, fibrinoplastic or adhesive 
variety of, surgical pathology 
of, (Kennedy), 236 

Tumor, ovarian, recurring after 16 years, 
(Terrades), 235 (abst.) 

Tumors, granulosal-cell, of ovary, and 
their relation to postmenopausal 
bleeding, 552 (TeLinde), 728 

malignant, operations for, prophylaxis 
against recurrence following, 
(Mandl), 289 (abst.) 

ovarian, rupture of, (Herrman), 32: 

Turpentine, treatment of salpingitis by 
local injection of, (Little), 582, 
727 

Tyramine as etiological factor in toxemia 
of pregnancy, (Johnston, John- 
son and Nicholas), 146 (abst.) 


U 


Umbilicus, endometrioma, (Enzer), 129 
Ureter, per“oration of, by calculus, (Bis- 
sell), 828 
Ureteral calculus in female, 
828 
Ureteropyolithiasis, (Bissell), 831 
Urine, chemistry of, in toxemias of preg- 
nancy, (Green), 142 (abst.) 
retention of, (Bissell), 812 
Urologic investigations in gynecologic 
patients, importance of, (Kahn 
and Walker), 683 
Uteri, cervix, carcinoma of, treatment of, 
(Sweifel), 595, 715 
fibromyoma, treatment and end-results, 
(Keene and Kimbrough), 198, 
265 
Uterine and tubal decidual reaction in 
tubal pregnancy, (Moritz and 
Douglass), 743 (abst.) 
bleeding, benign, (Meigs), 15 
dysfunctional, etiology of, (Graves), 
500 
cancer, glycogen content of, (Lahm), 
282 (abst.) 
mucous polyps 
(abst. ) 
statistics of, (Kanki), 280 (abst.) 
carcinoma, therapy of, (Mikuliez- 
Radecki), 286 (abst.) 


twin, 749 


localization, 


(Bissell), 


and, (Blind), 284 
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Uterine—Cont’d 

cervical stump, cancer in, after supra- 
vaginal hysterectomy, (Brans- 
comb), 66 

infection, experimental, effect of acri- 
flavine on, (Meyer), 760 

malignancy, operative methods 
(Peham), 288 (abst.) 

mucosa, hyperplasia and hypertrophy 
of, (Beckmann), 688 (abst.) 


in, 


sear, rupture of, following cervical 
cesarean section, (Sitissmann), 
440 (abst.) 

Uterogram, diagnosis abdominal preg- 
nancy confirmed by, (Osborn), 


98 
Uterotubal insufflation, (Rubin), 28, 127 
endometrial trauma and dislocation 
associating, (Rubin), 519 


Uterus, adenomyoma of, (Baltzer), 331 
(abst.) 
carcinoma of, among Jewish women, 
incidence of, (Horwitz), 280 
(abst. ) 
operative treatment of, and its rela- 
tion to radiation therapy, 


(Schmidt), 289 (abst.) 
treatment of, by abdominal opera- 
tion, (Kermauner), 288 (abst.) 
double, double cervix, and double 
vagina, (McBride), 710 
fibromyoma of, weighing 133 pounds 
removed at operation, (Beh- 
rend), 699 
fundus of, adenocarcinoma of, (Meigs), 


290 (abst.); (Stacey), 290 
(abst.) 

inversion of, acute, (Quin), 666 
(abst.) 

and prolapse of, complete, (Gill), 
424 

perforation of, by crochet needle, 


(Stein), 867 
pregnant, axial rotation 
and Kaldor), 88 
eancer of cervix in 
284 (abst.) 
in situ, action of thymophysin on, 
(Rucker), 791 
prolapse of, etiology of, 
164 (abst.) 
supravaginal amputation 
pregnancy after, 
746 (abst.) 


of, (Feiner 


, (Condamin), 


(Rickman), 


of, ectopic 
(Liepmann), 


Vagina, absence of, (McBride), 710 

artificial, creation of, out of sigmoid 
flexure, (Faehrmann), 214 
(abst. ) 

atresia of, postpartum, (Kanter and 
Klawans), 95 

carcinoma of, in second year of life, 
(Lovegren), 285 (abst.) 

hypernephroma metastases 
(Gragert), 657 (abst.) 


in, 
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Vagina—Cont ’d 
postpartum atresia of, (Santer and 
Klawans), 95 
self-cleansing of, influence of acid diet 
and alkali diet on, (Bauer), 319 
(abst. ) 
Vaginal occlusive pessary, director for 
the, (Mayer), 258 
hysterectomy under local anesthesia, 
(Gellhorn), 842 
Vaginalis, trichomonas, (Furniss), 93, 
113 
Vegetative nervous system during preg 
nancy, (Hoffmann), 144 (abst.) 
Vesicoabdominal fistula as complication 
of labor, (Acosta-Sison), 259 
Vesicovaginal fistula, intractable, repair 
of, (Holladay), 262 
Viseero-sensory liver bile reflexes in preg 
nancy, (Eufinger), 143 (abst.) 


Vital capacity during last month of 


Vomiting of pregnancy, (Levy-Sol 


Wertheim operation, twenty-five 
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preg- 
puerperium, (A]- 


nancy and the 
ward), 373 
al), 148 (abst. sedis 
glucose and insulin 
(abst. ) 
insulin in treatment 
(abst.) 
pernicious, radical cure of, 
148 (abst.) 
uncontrollable, duodenal alimenta- 
tion in, (Van De Putte), 148 
abst.) 


of, (King), 147 
of, (Sachs), 147 


(Leven), 


Vulva, eaneer of, (Cochran), 869 
Vulvitis, leneoplakic,( Cochran), 8629 


W 


vears 
experience with the, (Weibel). 
287 (abst.) 
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